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MISCARRIAGE: ITS CAUSES, DIAGNOSIS AND TREATMENT 
BY JOHN ROCK, M.D. 


CAUSES 


Tne terms abortion and miscarriage have so 
long been identified in common speech that any 
attempt to distinguish between them leads rath. 
er to confusion than lucidity. I shall use either 
term to mean the termination of pregnancy be- 
fore the fetus is viable; i. e., up to the end of 
the 28th week after the last regular menstrual 
flow. Delivery after that time and before term 
is properly ealled premature birth. Not even 
the lay-man ean doubt that miscarriage is fre- 
quent, even disregarding those abortions active- 
ly indueed. Dependable statistics vary from 
Huntington’s* 10% of pregnancies in a high 
class private practice, to Craigin’s 38% in a 
similar series. Probably in general about one 
out of every four pregnancies ends premature- 
ly. Multiparae are more susceptible than primi- 
parae, Age of either partner, with its dimin- 
ished physieal efficiency in general, and damage 
wrought in the female genital apparatus by pre- 
vious pregnancies probably effect this. 

Until the very recent application of embryol- 
ogy to the study of abortions, the attributed 
eauses of this socia] catastrophe were infinite. 
The very frequency of its occurrence has led 
to its association with almost every experience 
common to the daily life of pregnant women 
Active trauma, as overwork, athletic exertion, 
high reaching; or passive trauma, as from blows. 
falls, exeessive coitus, automobile riding—usual- 
ly impresses the patient who, soon after the 
trauma, misearries; so that there is naturally 
formed an association between the two events. 
'‘npleasant emotional shocks are especially im- 
pressive; and to sudden grief—as from the 
‘eath of a loved one, or to fear—as from an ¢x- 
losion, a fire in the house, or runaway horses, 
's usually attributed the subsequent mishap. 
Reynolds cites the case of habitual abortion 
cured by the patient foregoing concerts during 
pregnancy, musie having had a distinct emo- 
ional effect combined with noticeable pelvic 
eensations. 


The following notes are selected from a report 
of the New York Department of Labor, on ‘‘The 
‘elation of Trauma to Uterine Bleeding and 


Pregnancy’’, by Dr. Kurzrok’. He says, ‘‘Con- 
trary to the popular belief, the pregnant uterus 
is not very responsive to external influence. 
Large statistics show that operations on the 
genital organs during pregnancy produce abor- 
tion in less than 259 of the cases, and this in- 
cludes operations on the uterus proper (such as 
myomectomy, amputation of the eervix, ete.).”’ 
Ile says further on, ‘‘It is interesting to note 
that train wrecks with their concomitant exten- 
sive psychie trauma rarely ever interfere with 
pregnancy.’’ After discussing the occurrence 
of miscarriage following direct injury to the 
uterus, such as gun shot wounds, contusions to 
the abdomen, ete., he says, ‘‘A fourth type of 
injury to the pregnant uterus is that resulting 
from inereased intra-abdominal pressure, as 
would result from severe lifting or straining. 
Such an accident rarely terminates pregnancy. 
Usually in such cases, if the fetus and placenta 
are examined, there will be found inflammatory 
and degenerative change in them indicating 
previous death or disease. A macroscopic and 
mieroscopie examination of the products of 
coneeption is necessary to make sure that the 
fetus was not dead previous to the injury, the 
trauma being merely the active force in expell- 
ing the uterine contents.”’ 

Embryological studies made on the products 
of miscarriage, first in other mammals and more 
recently in man, have led us to a very con- 
servative attitude towards the ordinary environ- 
mental causes hitherto considered likely. As 
director of the Department of Embryology of 
the Carnegie Institute in Washington, Street- 
er**, who has continued valuable studies in path- 
ology begun by his predecessor, Mall, says, 
. we have partially come around to see... 
that a large number of abortions mnst be at- 
tributed to defective germ-plasm.’’ 

Huntington*, of Boston, has afforded some in- 
teresting statistics by accepting the co-operation 
of the Carnegie Institute in studying the mis- 
carriages in his private practice. Out of 398 
successive private cases, he had 39, or almost 
exactly 10%, miscarriages. He says: ‘‘21 of 
these were reported as definitely due to defec- 
tive germ-plasm. Three were probably due to 
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defective germ-plasm. One was due either to 
defective germ-plasm or arrested development 
due to extreme retroversion. One was due to 
death of the fetus caused by extreme fibroid 
degeneration of the uterus. One due to degen- 
eration of fetal tissue apparently caused by 
nephritis."" Twelve fetal tissues were appar- 
ently living and normal at the time of the abor- 
tion, The twelve are further accounted for. 
‘One was immediately after appendectomy with 
drainage. One D. & C. for continued bleeding. 
One followed rupture of amniotic sae by arti 
ficial means. Two placenta praevia. Three 
therapeutie abortions. Four unexplained.’’ 
Out of 39 cases of miscarriage, then, only four 
could have been caused by any of the manifold 
incidents formerly considered dangerous to 
pregnaney. Thus, considering the causes of mis- 
carriage, it is to be noted that of the above 
series, 70% of the fetuses were dead before the 
misearriage oceurred. In 20% more, the cases 
were not accidental. In only 10% was the ea- 
tastrophe possibly due to a vicarious trauma or 
mental shock, so eommonly considered dan 
gerous. 

To prove, however, that the environmental in- 
cident, which accompanied or immediately pre- 
ceded the miscarriage, is only the ineiting cause 
of premature emptying of the uterus, and not 
at all the original cause of the death of the 
fetus, offers but negative evidence as to the 
eause of abortion. If the death of the fetus is 
due to a defective zygote*? or of germ-plasm", 
whence the defect? If it is due to diseased 
endometrium, as Mall] taught, whence the dis- 
ease? The defect in the zygote may be due to 
a preexistent defect in either gamete, or per- 
haps. who knows, to incompatibility of the 
two. Of the two gametes, the spermatozoon has 
frequently been adjudged guilty, and lately 
Macomber* suggests the probability of ‘‘eggs of 
low vitality’’, as Jones*’, many years ago, de- 
cided on the frequeney of ‘‘diseased ova.’’ 
Mever** quotes Costi as believing as far back as 
1896 that all abortions between the eighth and 
tenth weeks were due to ‘‘defects inherent in 
the ovum.’’ This attitude is today of course un. 
tenable. 

Many recent studies of sterility in animals 
demonstrate the close relation between abortion 
and apparent sterility, just as Macomber’ work- 
ing with rats has shown that, under certain con- 
ditions in these animals, what was formerly con- 
sidered sterility is really only a high intra-uter- 
ine death rate among a practically normal num- 
ber of embryos. Reynolds and Macomber*? have 
long taught that sterility had best be considered 
as diminished fertility. and the attitude is defi- 
nitely supported by such work as Robinson*? has 
(lone with horses and ferrets, and Corner* has 
done wth pigs. Their animals have demonstra. 
ted that the absence of progeny may many times 


be due, not to a failure of conception, but to a 
high intra-uterine fetal mortality. When this 
happens in man miscarriage is the normal re- 
sult, missed abortion being comparatively rare 
Such studies, then, tend to identify the attribu 
ted causes of sterility with those of miscarriage. 
Which of these causes will be shown to act by 
attacking the gamete directly, to render it defee-. 
tive but not quite ineapable of combining ; 
which, by attacking the embryo in any of its 
parts; and which by destroying the ability of 
the uterus to harbor or to nourish the growing 
fetus, we have vet to know. 


Some progress, however, has been made. Mos! 
of the older suspected causes of abortion can 
be immediately placed as acting through the 
uterus, Lut as we have seen, they account for bu‘ 
a small percentage. By them the uterus is ren- 
dered incapable of harboring the growing fetus, 
or its physiology is so far interfered with that 
the fetus is deprived of its nourishment, pro- 
ceeds to die, and is then extruded as a foreign 
body. Malformation and malposition of the 
uterus, extensive laceration, and newgrowths, 
may be effective in the former of these two ways. 
In such eases the fetus is often alive when born. 
Into this group of causes comes also emotional 
upset which, probably by endocrine disturbance, 
induces the uterus to proceed as in normal labor. 
Intense fright is probably the commonest of 
these destruetive emotions. Whether endocrino- 
pathy alone can cause abortion we do not know. 
It is coneeivable, for pituitary extract undoubt- 
edly stimulates the uterus to contract, if exhib- 
ited during labor or immediately after labor, 
though there is much doubt about its effeet on 
the uterus at any other time. Inflammatory dis- 
ease of the endometrium, whether chronie, or 
aeute and merely part of an infection primary 
elsewhere in the maternal body, is doubtless fre- 
quently the underlying cause of intra-uterine 
teath. Syphilis, of course, las a well known and 
long established reputation as an abortifacient, 
though Williams' questions its efficiency during 
the first half of pregnancy. In its presence end- 
arteritis of the endometrium is found, thus ex- 
plaining some eases as practical starvation or 
suffocation of the embryo whose vitality is per- 
haps already lessencit by weakened gametes. 
That the spirochaete sometimes passes over di- 
rectly, and the fetus dies of its own overwhelm- 
ing infection, is clearly shown by positive smears 
of fetal liver substance. Whether it reaches the 
fetus via the uterus or is carried as a passenger 
in the egg or the spermatazoon is not known. Tu- 
berculosis is frequently mentioned, though it is 
held by some as a rare cause of abortion**. Over- 
whelming acute infections of the mother, by the 
elaboration of toxins lethal to the sensitive em- 
bryo, by diminishing the oxygen or nutriment 
content necessary in the blood, bv involvement 
of the endometrium, and occasionally, perhaps. 


nfection of the fetus, frequently bring on 
carriage? 
\ specifie bacillus of abortion has been iso- 
in eattle, and according to DeLee® can 
case it jw man also. It must, however, be quite 
(‘urtis®,", of Chieago, has done some very 
yyoresting work in identifying as a faetor the 
streptococcus haemolyticus. He reports three 
eases of habitual abortion, in two of whom pro- 
rose culture of haemolytic streptococcus were 
obtained from bladder urine, in spite of the ab- 
sence of symptoms; and in the other, marked 
abnormality of the urine sediment accompanied 
acute exacerbation of a chronie sinusitis, the re- 
lief of which was followed by the first successful 
pregnaney. Washed cultures from the first two 
cases, When injected into rabbits, caused either 
abortion or absorption of fetuses. Control ex- 
periments using other than haemolyticus cul- 
tures tended to show a specificity of the latter. 
Hiunner?? reports two cases of multiple abortion 
which finally earried to term after treatment for 
ureteral stricture. Underlying this work of Hun- 
ner and of Curtis there may be a common prin- 
ciple. Just what was the process by which abor- 
tion was caused by the streptococeus is not sug- 
vested. Inasmuch as pregnancies mentioned 
progressed to six months, it is not probable that 
either gamete is injured, or the beginning em- 
bryo. It would seem to be either an overwhelm- 
ing toxicity from maternal infection, or possibly 
infection by the mother of the fetus itself. It 
may be that the placenta or the uterus reacts 
badly to the presence of haemolyticus infection 
in the mother, thus checking the nourishment of 
the fetus. To be sure that specifie infection can 
cause abortion will help; to know its technique 
as an abortifacient would throw desirable light 
on the whole subject. 

A little has been written about abnormal im- 
plantation as a cause of abortion. If Talbot*® is 
corveet the original factor, even here, is maternal 
infection. His studies relating placental in- 
‘eret and placenta praevia to sepsis in the 
mother are interesting but not conelusive. Con- 
trol is diffieult and eoincidence almost impos- 
siile to rule out. In the light of Curtis’s work, 
sventioned above, and Talbot’s theories as to 
'e causes of placenta praevia, the statements 
DeRonville and Madon*® that this is a fre- 
ccont eause of misearriage and that Pinard 
' nks it the most frequent of all causes become 
' s obseure. DeLee* says that ‘‘abortion is not 
‘om the result of it.’’ Williams' agrees with 
' s. Green** of Australia cites two cases of 
_ implantation in misearriages at three months 

_ quotes several authorities, some pro, some 

He himself considers it a rare cause of 

carriage. It seems reasonable that of those 


cs of miscarriage in which the fetus is not 
vormal or macerated and reaches an intra- 
rine age of four months, a large proportion 
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Macomber’ has stated that absence of the 
seminal vesicles in rats, hitherto considered a 
cause of sterility, is really a cause of abortion. 
lmpregnation by such rats is apparently more 
difficult also, but when it does take place, Ma- 
comber says, ‘‘a practically normal number ef 
embryos may begin development, but perhaps 
only one out of four or five of these will come 
to maturity.”” This would indicate a definite 
defect in the male gamete caused by abnormal- 
ity in the genital system. May not inflamma- 
tory reactions in the testicle, epididymis, vas, 
vesicle, or prostate, so damage the hormal phys. 
iology of these organs that the struggling sper 
matozoon is denied from them their particular 
assistance? Is it not in this way that several 
cf the formerly aecepted causes of male ster- 
ility do their work ? 

Defective diet has long been known as a cause 
of abortion. MeCollum* frequently stresses the 
incidence of miscarriage or apparent sterility as 
an outstanding symptom of subminimal econ 
sumption of the various vitamins or of inorgan 
ie salts. Lately besides the older known vita. 
mins, so called fat-soluble A, water-soluble B. 
antiseorbutie and anti-rachitie. all essential for 
health and probably for normal reproduction, 
we learn of vitamin X, the sine qua non of fer. 
tility, the maintenance of which is its particular 
funection®’. It has been clearly demonstrated in 
laboratories and zoological breeding stations, as 
well as on the farm, that there are certain essen- 
tials in the diet of fertile mammals. Defective 
diets in the male must lessen the ability of the 
spermatazoon: but in the case of the female, is 
it by affecting the egg or the host of the fetus 
that poor diet operates? By analogy, the egg 
may he weakened; but so general are the mani- 
festations of so-called deficiency diseases 
throughout the whole body, it is easy to think 
that the uterus and its glandular adjunets are 
also injured. 

Analysis of the 131 eases of abortion, acei- 
dental, criminal and missed, admitted to the 
Boston Lying-In Hospital between 1916 and 
1925 show a varied list of causes to which the 
abortions were attributed. These were stated 
or implied in only 42 of the cases. (Records 
are frequently deficient in such details, because 
of the depleted wartime staff.) Three were at- 
tributed to the use of a pessary to keep the 
uterus in position, now recognized as a pro- 
cedure which frequently defeats its own ends. 
Three were due to toxaemia and four to chronic 
nephritis. Anart from the pessaries, and six 
eases of criminal interference, external causes 
were mentioned in only four other cases. one 
auto ride, one fall, and two long walks. From 
what has been said above, this is the kind of 
given eause which probably does not tell the 


might be due to placenta praevia—a Ha 
proposition to prove, 
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whole story. Not so with about ten other cases 
in which the following causes were given,—one 
abruptio placenta, one strangulation by cord, 
one fibroid of the uterus, one diffuse bronchitis, 
two appendicitis, one myocarditis, one thyroid 
disease, and two constitutional debility. These 
sound like real causes from which the fetus dicd: 
henee the miscarriage. Seven admitted home 
induction: one with a catheter, one a slippery 
elm stick, one a gold pessary, and one claimed 
that drugs taken by mouth caused the abortion. 
it seems fairly certain that there is no drug 
known which, taken in smaller quantities than 
necessary to poison the mother seriously, will 
cause death and extrusion of the child. Even 
pituitrin, which has a certain effect on the preg- 
nant uterus at term or the uterus just after 
delivery, is notably ineffective as an abortifa- 
cient. The popularity of ergot, quinine, hydras- 
tis, ete., is based on the testimony of careless 
lay observers who think that amenorhoea in 
those exposed always means pregnancy, and that 
the succeeding flow must therefore mean abor- 
tion. When such an incident oceurs following 
the exhibition of drugs, it is fair to assume that 
pregnancy was not the cause of the amenorhoea, 
or that the fetus died from some other cause, 
and the uterus was thus easily encouraged to 
expel its noxious contents. ; 

It is probable that in at least five of the cases 
given above, the causes given were not the ef- 
ficient agents. What did cause the miscarriage 
in these and in the eighty-nine other cases in 
which no cause was given? 

Before rational prophylaxis of abortion can 
be instituted eareful study must be made to 
determine if possible the primary cause of all 
misearriages. To this end such work as the 
Carnegie Institute is doing is especially com- 
mendable. Careful examination of the prod- 
uets of conception is, however, only the first 
step. An especially careful examination of both 
parents is also essential, for what the laboratory 
sees is merely the effect of what is to be found 
in the history, habits or physical condition of 
either or both parents, if only the searchers 
eould find it. 

To attempt this a beginning has been made 
recently at the Boston Lying-In Hospital. 
Through the co-operation of the Department of 
Embryology of the Harvard Medical School 
and of the staff in Pathology of the Free Hos- 
pital for Women in Brookline, all miscarriage 
products are being carefully examined. The 
next step is to obtain the co-operation of the 
patients and their husbands, who must lend 
themselves to very close and troublesome scru- 
tiny regarding history, habits, diet, physical 
condition, ete.; for the primary causes are often 
well hidden. We intend to do this through the 
Sterility Clinie of the Free Hospital for Women, 
for the problems in both conditions are - prac- 
tieally identical. 


October 25, 19. 
DIAGNOSIS 


The diagnosis of accidental mi j is not 
usually difficult. The first requisite is, of cours». 
fair assumption of pregnancy, during the ear!y 
months of which, abortion is by far the com- 
monest cause of bleeding. Reversely, flow is by 
far the commonest sign of abortion. Othe 
causes of flow, with which in this discussion we 
are not concerned, must be ruled out: notably, 
extra-uterine pregnancy, hydatid degeneration, 
and the various causes of bleeding in the non- 
pregnant uterus, such as raw granulating cer- 
vix, polyp and new growth. Careful history, 
combined with examination when this is permis- 
sible as discussed below, usually makes the dif- 
ferentiation easy. The characteristic flow of 
extra-uterine pregnancy is an intermittent drib- 
ble, often associated with pain or discomfort in 
one or the other lower quadrants. Such signs 
and symptoms indicate examination, which may 
disclose a very tender sausage shaped tumor on 
one side of the uterus, A ruptured extra-uter- 
ine sae groups this diagnosis with those of the 
acute abdomen, and is not confused with simple 
miscarriage. 

The flow of hydatid degeneration is often 
watery, may be profuse, or contain small cysts. 
is usually painless, and comes from a uterus 
which is larger than the duration of pregnancy 
warrants. Until the diagnosis is made the case 
is treated as for miscarriage. 

The flow from a polyp, as also from a raw 
granulating congested cervix, is nondescript. 
being seanty or profuse, and is painless. If 
suspected, inspection of the cervix is indicated. 
If a polyp is seen, it should be removed; if not 
seen, the case is treated as for miscarriage. 

Newgrowths, malignant and benign, may be 
associated with pregnancy, which, however, they 
frequently terminate. Flowing caused by them 
is often not limited to the pregnant period, is 
painless, and, in the case of malignancy, may 
have its peculiar characteristics of watery con- 
sistency and foul odor. When flow occurs it is 
usually sufficient to warrant examination, which 
discloses conditions not consistent with simple 
pregnancy. 

In the series of 131 cases at the Boston Lying 
In Hospital, dominant symptoms were men. 
tioned in 112 cases. Flow was complained 0! 
'n 80% of these. In 61% it was the only out 
-tanding symptom, being associated with pair 
in the other 19%. In 9% pain was the onl) 
complaint. In 8% rupture of the membranes 
without flow or pain was the chief sign. The 
other 3% were missed abortion, and came to the 
hospital because of cessation of growth or fou! 
discharge. 

Misearriages are classified aceording to the 
extent to which they have progressed. When 
only the signs, such as slight flow, and the 
symptoms, such as mild backache or low pelvic 
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on, are present in a normal pregnant patient, 
-» diagnose threatened miscarriage. When 
se signs or symptoms have progressed to such 
_» extent that there is little hope of saving the 
»ognaney, we ¢all the miscarriage inevitable. 
‘ie fine distinetion between these two is largely 
) personal matter, but one of some importance, 
\o the treatment of each kind is radically dif- 
‘rent. In the one ease, it is deterrent and in 
the other, provocative. Pain, as a purely sul- 
jective event, is difficult to assay; and correctly 
1) appreciate it, one must always consider the 
patient’s nervous temperament. Pain, of the 
variety found in labor, so severe as to indicate 
sedatives, is probably indicative of final mishap ; 
but not always so, and by itself is not a depend- 
able reason for changing one’s diagnosis from 
threatened to inevitable. Flowing, on the con- 
trary, is objective, and can be approximately 
estimated. The arbitrary standard in great 
vogue, is the amount of flow during a normal 
period. Tf a patient, threatening to miscarry, 
soaks with bright red blood five pads in twenty- 
four hours, she will probably continue to flow 
until the uterus is empty. In other words, the 
diagnosis now becomes inevitable miscarriage. 
Experience and judgment are thus required to 
recognize the misearriage which cannot be pre- 
vented. The main item of greatest significance 
is haemorrhage. When this amounts to as much 
as during the height of flow of a normal period, 
abortion is probable. When excessive flow is 
combined with characteristic pain, it becomes 
almost a certainty; and if also the membranes 
have ruptured, giving the tell-tale discharge of 
liquor, there is no more reason to hope. 
Combinations of these three signs in varying 
devrees must be interpreted with judgment in 
the light of experience. Any one of them in 
mild degree may persist even continuously for 
several days, even up to ten, only to disappear 
with appropriate treatment. Flowing, however, 
cannot be permitted too long. As soon as the 
patient shows signs of depletion, active treat- 
ment had better be instituted, for there is no 
assurance that a severe haemorrhage may not 
occur at any time; a haemorrhage, which by 
it-elf would be tolerated, but which, oceurring 
patient already partially exsaneguinated, 
may easily be sufficient to turn the seales 
seainst her. It is sure to inerease the danger 
o! sepsis, which gains easy access in the pres- 
nee of anemia. Just where to eall a halt in 
ases of prolonged but slicht flowing is hard to 
‘ll. One must be fearful of the faeulty of the 
itient to adjust herself to repeated small 
“ses of blood. This may continue to a certain 
mit, but when this is reached she may sudden- 
into collapse, thouch there be no equally 
idden inerease in the volume of the flow. On 
‘ec other hand, it is not uneommon to see pa- 
ents progress safely to term after having 
“aimed during weeks of early pregnancy. 


preenaney lost. 


Correctly to estimate this factor, one must 
consider the quality as well as the volume and 
duration of the flow. ‘‘Pink blood’’, as called 
by the patient, is mixed with serum; ‘‘stringy 
blood’’ as well as ‘‘brown blood’’ is probably 
mixed with mucus, and ‘‘dark red’’ or ‘‘dark 
brown blood’’ is old flow which the uterus or 
vagina has only just succeeded in extruding. 
Only fresh red blood or recent red clots count. 

Intermittent flow is not as dangerous as con- 
tinuous flow, for the obvious reason that the 
supply of blood is probably brought back to 
normal during the interims. One must not fail 
to watch carefully the size of the uterus if a 
bloody discharge, because it is slight or inter- 
mittent, is allowed to persist for weeks. The 
normally pregnant uterus should continue to 
enlarge. If it does not do so, the ovum is dead 
and a useless and dangerous burden to the 
uterus. 

As J have said above, an arbitrary criterion 
for diagnosing an inevitable miscarriage is the 
amount of flow at a normal menstruation—five 
napkins soaked with bright red blood. This is 
enough. Five days of more moderate or inter- 
mittent flow, which, however, uses up three nap- 
kins in the twenty-four hours, is also very sug- 
gestive. An intermittent flow, the volume of 
which is less, but which is probably not com- 
pletely compensated for in the periods of re- 
mission, had best not be permitted for long. 
Haemoglobin evaluation should be carefully 
made. The minor discharge of pink or brown 
blood or old clots may be tolerated indefinitely 
so long as there is no certain indication that 
the growth of the ovum has ceased. 

As snggested above, to make a diagnosis of 
‘nevitability. deficiency of flow may be supple- 
mented by characteristic pain or discharge of 
liquor. The pain T mean is that characteristic 
of uterine contractions. To make this pain 
eligible for consideration in a uterus large 
enough, the contractions must be palpated: but 
in a three months uterus, this is impossible. The 
rhythmical, sharp, aching character, as well as 
the loeation deep in the back of the pelvis, must 
vive it weight as evidence. If the vagina ex- 
trudes blood or liquor eo-incidentally with the 
oceurrence of the pain. its identity is estab- 
lished. In eases of doubt, the deterrent treat- 
ment for threatened misearriage should be 
viven. Tf the eontractions subside, they were 
probably not the right kind. Morphia may 
diminish the intensity of uterine contractions 
and materially diminish the pain, but it does 
not inhibit them. 

A patient’s testimony of ruptured membranes 
is usually ereditahle: she is not likely to mistake 
urinary ineontinence for a discharee of liquor. 
However. in the absence of other signs of uter- 
ine activitv. one need not hasten to consider the 
There is no doubt that during 
the latter months of pregnaney, fluid, some- 


times as much as six ounces, may come aways, al 
dribbling leak, only Lo 
after several hours, even 
twenty-four, to permit the pregnancy to contin. 
uw to term. The determining factor, 
things being equal, is apparentiy the re! 
amount of fiuid left in the uterus. The amount 
of fluid) lost the the 
rupture in the membrane, and the position ot 
the presenting part. We believe if the rupture 
is high up, the rent may seal over before enough 
fluid escapes to interfere with the freedom of 
the fetus and the uterine wall. Perhaps we 
might better account for those cases of cessation 
after the waters onee break, by 
assuming the fluid to be not amniotic, but chort- 
and to have been contained, perhaps as a 
evst, between the wall of the amnion and chor- 
ion; the latter membrane being the only one to 
rupture, thus freeing only a definitely limited 
amount of useless fluid. We know that in young 
ova the twa membranes are separated by a fluid 
vhamber, and that only after the first few weeks 
are these lavers normally in juxtaposition, then 
almost fused, so closely do they lie to each other. 
Whatever the explanation may be, the mere oc- 
currence of a flow of liquor from a pregnant 
uterus must not condemn the pregnancy. It 
need not be considered very serious unless the 
other signs of trouble are present or follow soon 
after. 
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We may then consider these arbitrary stan- 
dards as those of the inevitable misearriage, and 
consider the event which does not meet at least 
one of these standards as still in the threatening 
stage. 

1. Haemorrhage enough to soak five napkins 
in the twenty-four hours. 

2. Haemorrhage over a period of days too 
severe to permit continual reeovery of the 
blood supply. as evidenced by blood count and 
hemoglobin determination, objective appearance 
or subjective feelings of the patient. 

Characteristic rhythmie, sharp, aching 
pain low in the pelvis or back, and not stopped 
by moderate doses of morphia. 

4. Evidence of ruptured membranes in con- 
junction with or followed by any of the above. 


I have not ineluded among these eriteria the 
condition of the cervix which perhaps better 
than anything else, especially in a primipara, 
informs us that a given threat will certainly be 
executed. This ean be determined only by 
digital examination, usually vaginal, oceasion- 
ally by reetum if the pregnaney is five months 
along and the finger practiced. In either case 
the examination is very likely to disturb the al- 
realy irritable uterus, and is not at all caleu- 
‘ited to ealm it down. For this reason, it is 

\tra-indieated unless there be good reasons 
wy an immediate decision must be made as to 
the advisability of active treatment, and signs 
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mentioned above are not convincing. To be 
sure, Vaginal eXamination and inspection is 
necessary to rule out the other vauses of bleed- 
ing than miscarriage, but a delay of a few days 
until it is elear that the flow does not neces 
sarily mean miscarriage will do none of those 
other causative conditions, other than eetopie 
pregnancy, any material harm. If the attend- 
ant even considers the exeeption mentioned, 
cetopic pregnaney, as a likely cause of the 
syinptoms, examination is obligatory. If, be- 
cause of a history of brisk flow and sharp pains, 
whieh suddenly subsided, giving place to a mea- 
ver discharge or serots flow, the attendant sus- 
pects that perhaps the uterus has emptied itself 
into a spacious vagina, whieh does not, in turn, 
extrude its contents, he may, with strict asepsis 
of course, insinuate a gentle finger in the vagina 
and aeross the cervix. 


TREATMENT 


The reason it is essential for the attendant to 
decide whether he is to make a diagnosis of 
threatened or inevitable misearriage, is because 
the treatment of one is the antithesis of the 
other. As | said before, for threatened mis- 
curriage, it is deterrent; for inevitable, provo- 
eative. If, in all but 10% we are to consider 
miscarriage as merely the extrusion of an al- 
ready dead fetus, and even in the 10% to as- 
sume that there is some fundamental abnormal- 
ity such as endometritis, faulty implantation, 
hyvdatidiform degeneration of the villi or some 
worse defect of the ovum as a primary cause of 
the threat of miscarriage, why, we may proper- 
lv ask, should we not, in every ease, facilitate 
the removal of that which if not already useless, 
will soon be so? We do, as soon as we decide 
that the miscarriage is inevitable. But while 
it is merely threatened, we eannot tell the con- 
dition of the ovum or its intra-uterine environ- 
ment. We may assume if there is pathology 
there, the miscarriage will be accomplished ; but 
merely because we get threatening signs is no 
assurance that the ovum is not normal and that 
its environment is not nearly enough normal to 
suffice, provided we relieve the strain on the pa- 
tient. Van Dongen" found that 38% of his 
‘‘imminent’’ miscarriages, with proper treat- 
ment progressed to suecessful delivery of the 
baby. 

This is the reason for treating threatened 
miscarriage. The treatment itself is simply rest 
The patient goes to bed and does not move out 
of it until she is free from symptoms for at 
least fortv-eieht hours. She should not get up 
to vse the toilet. Tf there is pain, or she is 
restless. upset. or irritable, opiates should be 
viven in sufficient quantities to keep her quiet 
and peaceful. Morphia subcutaneously, eodein 
or morphia by mouth, or opium supnositories 
ean be given according to the indication. The 
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diet should be simple, but food with large resi. 
Jues. such as milk, cereal and the green vege- 
ables, should be avoided. A mild laxative such 
as mineral oil, milk of magnesia, stewed fruits, 
may be given if needed to keep the lower bowel 
from filling up. A low warm enema is not con- 
tra-indieated,—indeed is better than constipa- 
‘ion. Plenty of water and quiet peaceful sur- 
roundings complete the treatment. Some ob- 
stetricians use ice-bags over the lower abdomen. 
Theoretically, cold, though it counteracts con- 
vestion, stimulates the uterus to contract. I do 
not approve of its use. This treatment should 
be continued for forty-eight hours after cessa- 
tion of threatening signs. The patient may 
then be allowed gently to resume normal activ- 
itv. It is essential that during this period of 
expectant treatment, everything that comes 
away should be saved for the attendant’s in- 
spection. This includes pads as well as the con- 
tents of bed pans in which there is anything 
which might have come from the vagina. All 
formed fragments must be carefully examined. 
Most of them will be only blood clots, but, espe- 
cially in early eases, one of these occasionally 
covers the tiny ovum. Its discovery places the 
ease on quite a different basis. 

When the signs have been absent for a week, 
it is well to examine the patient. Now the con- 
dition of the cervix may be investigated, both 
by inspection and palpation. It may be found 
that all the bleeding has come from a cervical 
polyp. This should be ligated and removed, but 
only with operating room facilities, for the 
haemorrhage may be brisk if more are discov- 
ered or a tie slips in such an inacessible spot. 
The size of the uterus should be accurately 
noted for comparison the month following. The 
ovum may have separated and remained in the 
uterus. It should be removed when this is de- 
termined. The fetus may have died, in which 
case the diagnosis becomes blighted ovum. 
‘lighted ova have been recorded as remaining 
in the uterus for many years and acting as a 
stay to menstruation and pregnancy. While 
the uterus harbors any products of conception 
not entirely normal, there is no assurance 
against a dangerous haemorrhage; furthermore, 
it has been claimed, such ova may become malig- 
nant’’ As soon as one has decided that the 
ovum is dead, steps should be taken to deliver 
if. 

This is essentially the ease where, because of 
reasons mentioned above, one changes his diag- 
nosis from threatened to inevitable miscarriage. 
The uterus has demonstrated that it will no lon- 
“er sueceor its guest. In its efforts to evict, if 
there is resistance on the part of the ovum, it 
riay easily cause the patient much loss of val- 
uable blood and energy. It is the duty of the 
attendant to take the ease in hand and facilitate 
matters to the best advantage of the patient. 

In every case when it becomes necessary to 


empty the pregnant uterus artificially, or even 
to assist in the process of delivery, whether it 
be at one month or at term, whether for miscar- 
riage, therapeutic reasons, or dystocia, the eon- 
dition of the cervix determines the elective pro- 
cedure. Forcible dilatation is an insult to the 
cervix which during pregnancy acquires an ex- 
alted rank among the vital organs of the body, 
due to its important function of protecting the 
growing fetus from the outside world. Viola- 
tion of the integrity of this organ can cause 
profound shock. 

The degree of dilatation necessary is deter- 
mined by two factors: one, the size of the fetus, 
and two, the instrument of choice for dislodging 
it. Pregnancies which reach the twentieth week 
before aborting can be expected to end them- 
selves by a kind of true labor: i. e, once the 
process is instituted either from within or with- 
out, dilatation takes place by virtue of recur. 
ring rhythmie contractions, which in time ex- 
trude the fetus, cause the placenta to separate, 
and end by emptying the uterus. If the pla- 
centa does not come away, it is treated as in 
cases at term——-manual removal, if this is very 
easy ; packing and expectancy, if it is adherent. 
If there is excessive bleeding in a case of mis- 
carriage after the twentieth week, the case be- 
comes one of placenta praevia, or abruptio pla- 
centae, and is handled as such. 

In eases which have not gone three months, a 
small moderately sharp ecuret can be used with 
best results. Many',?,1* have taught that after 
three months the finger is the instrument of 
choice. If the internal os is soft enough, and 
the finger long enough, and it can be intro- 
dueed far enough into the uterus to obtain a 
radius of action, it offers the best assurance 
that the uterus is empty. But the internal os 
is not always soft enough, and the finger not 
often long enough, to obtain free action inside 
the uterus. It can sometimes break up an ovum, 
or after the uterus has been emptied, ascertain 
whether the walls are smooth, but rarely can a 
single finger accomplish more; and in a preg- 
naney short of six months, it is not often pos- 
sible to introduce more than a single finger in- 
side the fundus. For this reason ovum forceps 
of various kinds are used to break up and ex- 
tract the fetus and the placenta, the latter after 
it has been stripped off perhaps by the finger 
or a large dull enret: or such a curet is used for 
hoth separation and extraction. 

Apart from the mechanical objection to the 
finger, there is another reason why we have 
adopted the use of other instruments. Diet- 
rich®®, in 1923, published the mortality statisties 
of 10,000 collected cases of miscarriage. Of 
septic eases without intra-uterine treatment 
54% died; after curettage, 3.4% of the septic 
eases died, but after purely digital emptying. 
5.9% died. Bocek, of Prague’, agrees with this 
disapproval of the use of the finger: he says 
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that in Schottmiiller’s clinic the mortality was 
reduced from 3 to 0.3% by the use of the curet 
exclusively. Winter*', who invented an ovum 
forceps, considers the large broad, blunt curet 
as superior to the finger. Grabich** of Berlin 
feels likewise. Stein'*, also of Berlin, used this 
method. Hillis of Chicago, and Hirshfield** 
of Oklahoma City favors curettage. The latter 
quotes Schottmiiller’s analysis of 2000 cases in 
which 77% showed pathological bacteria in the 
blood stream after manual evacuation, thus im- 
plying that infection is carried to the blood 
sources more certainly by the finger than other- 
wise. Gordon of Bellevue’ uses a ‘‘stick- 
sponge’’, the peculiar advantages of which are 
not clearly apparent. 

Up to the twelfth week, and, in the cases of 
primiparae, even longer, the cervix is likely to 
be so muscular and rigid that instrumental dila- 
tions would be necessarily vigorous. This is 
forced dilation and may do considerable harm, 
It is advisable to soften the cervix first. This 
is done by stimulating it to begin the normal 
process of effacement and dilation of itself. The 
death of the ovum causes this in the larger pro- 
portion of ecases—the retained blighted ovum be- 
ing the case of failure. Irritation of the cervix, 
usually by bougie or bag or gauze pack, is the 
other method. 

In most of these inevitable miscarriages, as is 
shown above, the ovum has already become a 
foreign body and the uterus is attempting to get 
rid of it. In fulfilling our purpose to help it, 
we have but to pack the cervix inside and out 
if it is not already sufficiently dilated or dilat- 
able. As much of a narrow strip of gauze as 
possible is tightly packed into the cervical 
eanal. The outer end of this then is packed 
into the vaults and in front of and behind the 
cervix until the whole cervix is encased in what 
has becowe a complete vaginal pack. This is 
usually left in place for twenty-four hours. If 
there has been active bleeding, it serves the 
double purpose of dilator and tampon, though 
in such a ease careful attention must be paid to 
the size of the uterus, that it does not grow 
larger from internal concealed haemorrhage. 

At the end of twenty-four hours, one of two 
results has usually oceurred ; either the delivery 
has been completed and the eonceptus is resting 
on the pack; or the cervix has softened enough 
to make further dilatation with finger or instru- 
ment easy and safe. If neither of these de- 
sired conditions has resulted, the treatment 
should be repeated. Gordon" at Bellevue finds 
this necessary in 10% of his packed eases. For- 
cible dilatation of the cervix is not to be in- 
‘ilged in exeept in emergency. The only 
cinergeney which commonly arises in misear- 
“ages is from haemorrhage. Such a severe 
‘wemorrhage is usually found only in cases 
where there is low attachment of the ovum. In 


the cervix and lower uterine segment quite soft 
so that the former can be easily dilated, but 
both very easily torn if force is used. When 
the patient is already depleted from haemor- 
rhage, any manipulation is contra-indicated 
whether the uterus is empty or not. Such a 
case should be packed, restorative treatment, 
even including transfusion, instituted, and ac- 
tive treatment carried on only after the pa- 
tient’s stable equilibrium has been established. 

If, after packing, the rigid cervix merely 
softens, it must be dilated to admit the instru- 
ment selected for cleaning out the uterus. In 
very early cases, before the twelfth week, and in 
proper hands, this can be a medium sized sharp 
curet. Great care must be taken to outline and 
visualize by means of gentle sounding, the 
geography of the uterine cavity-—low large it is 
and in which direction it extends; for, to per- 
forate a pregnant uterus is lamentably easy. 
Such a mishap need not be a tragedy. If the 
hand guiding the euret has been gentle, and 
asepsis perfect, and the uterine contents clean, 
probably no harm is done; and one needs but 
to watch for twenty-four hours to make sure 
there is no excessive intraperitoneal hemor- 
rhage. Infection in such a ease is extremely 
rare. If the guiding hand is too strenuous or 
awkward, a loop of intestine has frequently 
been known to be caught in the instrument, torn 
from its mesentery and dragged through the 
wound. This is a catastrophe requiring imme- 
diate surgery of the most dangerous kind. If 
the curet has perforated a septie uterus, there 
is possibility of pelvie peritonitis. It may be 
desirable to place a vaginal drain in the poste- 
rior cul-de-sac. If there is haemorrhage, ‘lapar- 
otomy is essential. 

The surgeon, c'early visualizing the uterine 
cavity, should euret each facet in regular sue- 
cession. The products of each seratch should be 
carefully examined. One shred of muscle tissue 
indicates that further scratches along that one 
line are distinctly not necessary. Great care 
must be taken to reach the fundus, often curved 
well anterior to the eervieal canal. It is morti- 
fving carefully to euret a uterus, only to have 
the patient start in labor twenty-four hours af- 
ter the operation and deliver an intact ovum. 
This oceurs with distressing frequency. 

If the preenaney has advanced beyond the 
twelfth week, the gloved finger, covered with 
gauze, mav start the work of emptying the 
uterus, The finger is swept around all the in- 
ner surface of the uterus, dislodging and break- 
ine un the ovum. This is then earefully re 
moved piecemeal with a dull curet or curved 
half-length. This latter is a vicious instrument 
if it is allowed to perforate. 

When the uterus is empty of foreign bodies, 
it will stop bleeding. In general a persistent 


flow means that produets of conception still re- 


‘hese cases, the local hyperaemia has rendered min, perhaps partially attached to the uterine 
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wall. With eare, the curet can usually dislodge 
-.ose. To stop the slight oozing from raw sur- 
‘aces, a paek soaked in aleohol or iodine may be 
it in the uterine cavity a few minutes or 
cnyver if neeessary. It should be removed after 
-wenty-four hours at most, and replaced by an- 
iner if the bleeding continues. If the uterus 
seeds, in the absence of hemorrhagic disease, 
+ should not be considered empty. When the 
pregnancy has gone to five or six months before 
abortion, the placenta, which of course is of the 
mature type, or any part of it, may be actually 
adherent and should be treated as a placenta 
accreta by packing. It must not be ripped off 
with the finger—-the uterine wall is too thin and 
easily torn. 

We have considered the diagnosis and treat- 
ment of threatened and inevitable miscarriages. 
We shall now go on to those called incomplete ; 
later, those called complete. The differentiation 
is self-explanatory. The treatment of incom- 
plete miscarriage is that of the inevitable mis- 
carriage, from which it is distinguished only 
by the progress it has made to actual delivery of 
part of the ovum. The treatment of uncom- 
plicated complete miscarriage is the simple ex- 
pectant treatment of the normal puerperium. 
Usually ten days in bed is well worth while. 
Involution is sometimes slow, when a mild flow 
signifying hypertrophy of the endometrium, 
may necessitate gentle curettage. Many men, 
as a routine, euret all cases of complete mis- 
carriage as soon as they are seen, with the 
theory that this is the best time to assure one- 
self that the uterus is really empty, and that by 
eureting now, while the ease is still clean, 
speedy convalescence is assured: a_ principle 
which, IL believe, should be applied with great 
discretion. 

There are two complications which demand 
primary consideration and which may necessi- 
tate modification in the treatment of both in- 
complete and complete miscarriage. 

Ilaemorrhage is always a compelling emer- 
veney taking precedence over all other consid- 
-ritions. Regardless, the flow of blood must be 
stopped. It can be controlled by packing. Once 
it has begun in earnest, the uterus will probably 
not stop flowing until it is empty. If the pa- 
‘ent has lost an appreciable amount of blood, 
's suggested above, it is well to temporize with 
ack, reetal taps, hypodermoclysis, or even trans- 

‘sion, before attempting active operative emp- 
‘ing of the uterus. 

The other modifying complication is infee- 

on, much more common before the twentieth 
ek than after it, and usually seen in ineom- 
te eases. The procedure in the presence of 
Sis requires nice judgment and delicate tech- 
tle. Tt may be that the putrified conceptus 

4 foeus for toxie absorption and should be 
' soved as promptly as possible; but it may be 
tf there is an endometritis, walled off in the 


uterus by an indurated wall of leucocytes in 
which the well intentioned curet is quite likely 
to open wide gates through which the attacking 
organisms can advance into the general system. 
Dr. Newell says: ‘‘I have not yet found any 
absolute means of determining . . . between the 
toxaemia of abortion and septic infection.’’ He 
emphasizes the time factor in differentiation, 
feeling that a patient seen fairly early with a 
temperature will stand ecuretting much better 
than a patient who has run a temperature for 
several days. I believe that a temperature of 
101° with a pulse of 100, before the twentieth 
week, usually indicates a dangerous infection 
which will tolerate nothing more drastic than a 
light pack (which is often ineffective) supple- 
mented by intramuscular pituitrin or quinine 
hydrochloride by mouth. If the patient is toxie 
and sick, the uterus had certainly best be left 
alone. In cases past the twentieth week, the 
condition is more serious and the uterus should 
not be invaded. Haemorrhage of course takes 
precedence over sepsis and is treated without 
regard for the latter. 

If there is fair assumption that there is ab- 
sorption from toxie products dammed back in 
the uterus, it is justifiable to assure drainage by 
gentle finger dilatation of the cervix. Reming- 
ton Hobbs* proposes even further procedures to 
insure drainage. In his very persuasive paper 
he outlines the causes of the stasis which is fol- 
lowed by sepsis. We may merely mention four 
of them, the treatment for which is obvious: 1. 
loaded rectum, which changes the position of 
the cervix and blocks it; 2. swollen sutured 
periheum (in cases delivered at term); 3. mal- 
position of the uterus, as affected by position of 
patient; 4. the main cause is swelling of the 
mucous membrane of the cervical canal, causing 
back-up, hypertrophy of the uterine wall, and al- 
teration in the shape of the uterus. The stasis 
is not, he says, in the uterine wall, where the 
flow of lymph prevents it. His treatment is 
proposed to increase the current of lymph out- 
ward from the uterine wall by instilling glycer- 
ine into the uterine cavity, and to insure cervi- 
eal drainage by placing a terminal eyed catheter 
in the cervical canal. Ile says: ‘‘ We find that 
if a soft rubber tube, well lubricated with glye- 
erine be gently and slowly introduced through 
the cervical canal, (he forbids dilatation and 
also use of vulsellum foreeps) any secretion in 
the uterine cavity will drain away by its side. 
If the tube is left in from three to six hours, 
acting as a foreign body, it produces uterine 
contractions, which force out the secretions be- 
side the tube; but at the end of that time, that 
is, before the uterus is exhausted, the tube 
should be removed.’’ 

I have proposed very conservative treatment 
for the ineomplete septic miscarriage: but I 
have also proposed speedy emptying of the 
uterus as soon as the diagnosis inevitable is 


852 MISCARRIAGE: CAUSES, DIAGNOSIS AND TREATMENT—ROCK er - 


. & 8. Journal 


made, provided the ease is clean. Routinely, all 
eases of afebrile inevitable miscarriage, which 
come to the Boston Lying-In Hospital are emp- 
tied unless they are actively emptying them- 
selves. We do not wait until sepsis begins nor 
until haemorrhage has become serious. If the 
uterus is emptied early enough, both of these 
misfortunes may be largely avoided and the pa- 
tient’s hospital stay shortened. 

I have analyzed only 131 eases—all those ad- 
mitted to the hospital in the last ten years. The 
detailed statistics derived from study of these 
show, I believe, that the treatment outlined 
above is proper. Consideration must be given 
to the fact that these are, in the main, selected 
eases. Most of the abortions coming under our 
eare are confined to the out-patient department, 
being sent into the house, only if complications 
arise, or home conditions preclude rest in bed. 
Some simple eases are included, however, hav- 
ing come directly to the hospital from private 
doctors. Hence of the 131 cases considered only 
11 were discharged undelivered—8%. With 
practically the same conservative treatment, 
VanDongen" found 38% of his threatened mis- 
carriages continued to term. The rest of our 
cases are in the out-patient department and not 
considered here. 

From the group studied, I have also separ- 
ated from further consideration seven other 
eases: three of these left the hospital against 
advice, refusing further treatment; in the case 
of four others, the abortion was but an adjunct 
to something worse; one fibroid and pus tube, 
two suppurated appendices, and one severe myo- 
carditis. This last patient died of the myocard- 
itis two days after spontaneous delivery, the 
abortion being but an incident of extreme de- 
compensation. Hers was the only death in the 
series. 


Of the 113 remaining eases, 23. or 20%, had 
a temperature of 100 or more either the day of 
delivery or before this event. These are con- 
sidered febrile @ases. The proportion is similar 
to Gordon’s'® series from Bellevue where 20% 
of 961 cases were septic. Of Pelkonen’s'® 1174 
eases, when 99.2° instead of 100° was the divid- 
ing line, 33% were febrile: Bovin'® counted 
30% febrile of 3806 cases. Grouped, these 5941 
eases have a slightly higher incidence of sepsis 
than our series, 29%. 

Mortality statisties vary somewhat :—Gor.- 
don’® of New York—-1.8% ; Hillis® of Chicago— 
2%; Tuttle of Panama—2.2%. That there 
were no deaths from abortion among our 113 
eases is but negative evidence that our treat- 
ment is correct. Of those mentioned, Gordon 
and Hillis applv very conservative treatment. 
i. @., they actively intervene only after waiting 
fonr or five days in eases which remain below 
190°, or after waiting until four to five davs 
©’ normal temperature have sneceeded a period 
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of temperature above 100° (unless of course 
their hands are foreed by haemorrhage). 

It is noteworthy that more than half of Gor- 
don’s cases are packed, not eureted. In econtra- 
distinetion to Gordon and Hillis, Tuttle main- 
tains that, ‘‘in ordinary incomplete abortion 
the sooner the uterus is emptied the shorter wil! 
be the convalescence.’’ He also offers his sta- 
tistics to show that among the operative eases 
there is a lower morbidity percentage and fewer 
average hospital days than among the non-op- 
erated cases. This is not so with our small series 
where both morbidity and average hospital 
days were greater among febrile cases operate: 
on than among those who delivered spontan. 
eously and received no intra-uterine manipula. 
tions. Those operated on spent, on an average, 
three more days in the hospital; there was half 
again as much morbidity as among the non- 
operated cases. 

Tuttle had 79 cases of septie abortion with 
twelve deaths. Sixty-four of these seventy-nine 
cases were operated on, and, of them eleven 
died—a mortality of 17%. This seems tremen- 
ous. Only one died of the fifteen cases which 
were not operated—6.6%. It would seem that 
these figures strongly supported the popular 
contention that a septic uterus whether after 
misearriage or at term must not under any cir- 
cumstances, except haemorrhage, be entered. 
One must await the results of further applica- 
tion of Hobbs’ method of drainage as men- 
tioned above. Surely, active cleaning out of the 
uterus in such eases is not advisable. 

The average hospital stay for afebrile pa. 
tients not operated on was 9.3 days, of those 
operated, 9.6 days, and of the febrile patients 
not operated on 9.5 days:—all three the same 
for practical purposes. The stay of febrile pa- 
tients operated on was 12.3 days. The morbi:- 
ity percentage in febrile patients not operated 
on was 30%. If febrile patients are operated 
on their stay in the hospital is longer and their 
chance of running a temperature after delivery 
is greater than if they are allowed to deliver 
spontaneously®,*’,2?. If afebrile patients are 
operated on their stay in the hospital is not 
longer than those delivering spontaneously. 
though more of them will run a temperature 
after delivery. 

From 20% to 25% of cases may he expected 
already to have become infected to some degre 
by the time they reach the hospital for treat. 
ment. Most of them will be incomplete abor- 
tions. I have already stated our attitude to- 
ward these eases and have given an arbitrary 
limit for active treatment—temperature of 101° 
with a pulse of 100. This attitude is a mean 
between the two groups of practitioners, those 
advising active treatment like Tuttle. and the 
ultra conservatives like Hillis, Bovin of Stock- 
holm, and Winter of Kénigsherg, Tuttle also 
has his supporters. Simon" considers that in 
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every uneomplicated case of abortion with 
fever, no matter what the degree of fever, if tho 
oervix admits a finger, if the case has not been 
‘yeated before, and if bleeding has not contin- 
ood more than three days, the uterus should be 
emptied. ‘‘Every day’s waiting makes prog- 
nosis worse for active treatment.’’ Fritz Stein’? 
is also an adherent of the school which teaches 
active treatment. From Schottmiiller’s clinic 
at the Hospital in Eppendorf Stein collects 1000 
eases of abortion only six of which are afebrile 
and offers an analysis of these to show the dis- 
advantages of conservative treatment. This 
elinie is one of those where bacteriological stud- 
ies are made on all abortions, but even when 
haemolytie streptococcus seems to be the active 
agent of sepsis, the uterus is promptly emptied, 
preferably with abortion forceps and a large 
blunt euret. 

Warnekros®® reports on 1000 cases of septic 
abortion from the elinie at Berlin University. 
His figures support his contention that ‘‘con- 
servative treatment of febrile abortion is no 
longer permissible.’’ And like Stein, again, he 
believes that the demonstration of haemolytic 
streptococcus in the uterine discharge proves 
nothing. Grabich?® feels exactly the same way 
about both questions: he too believes in active 
emptying of the uterus, preferably with a blunt 
curet; and that the presence of haemolytic strep- 
toceus is of no importanee. VanDongen*® from 
Haarlem advises that incomplete abortion re- 
quires active treatment, but his statistics, like 
those of Tuttle from Panama, are not conelu- 
sive as regards febrile cases with involvement 
outside the uterus. His mortality in these was 
30.2%. His mortality in uneomplicated febrile 
eases, however, was but 1.09%; but the mortal- 
ity of febrile and ecureted cases was 32%, of 
febrile but uneureted, much the same, 27.8%. 
These figures are very high, partly because 
VanDongen classed as febrile only those cases 
with a mouth temperature above 102.2°; but 
even then his figures seem high. Hillis® had a 
vross mortality of 2%. He lost three of twelve 
febrile patients who were cureted, 25%. From 
these three men we must learn that patients who 
are really septic must-net-be cureted. Pelkonen 
of Finland separates his febrile cases not by 
height of temperature, as I have suggested, but 
by palpable evidence of inflammation outside 
of the uterus, much as does Simon’ as men- 
tioned above. Tf there is no ‘‘morbid tender- 
ness’’ in surrounding structures he advises ac- 
tive emptying of the uterus. 

On the other side of the proposition. Hillis® 
of Chieago is much in favor of waiting for com- 
vlete defervescence hefore attempting to emptv 
‘he uterus artificially. With him is Bovin'® of 
“tockholm, who quotes a mortality of 1.9% 
“mong fifteen febrile cases evacuated after the 
fever had disappeared as against one of 8% of 
75 eases eureted while running a temperature 
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above 99.4° by mouth. Gordon at Bellevue 
treats all cases of incomplete miscarriage ex- 
pectantly unless hemorrhage forces, or visibil- 
ity of products invites, interference, His gross 
mortality is only 1.8%: his mortality in 193 
septie eases, which are all with a temperature 
above 100° by mouth, is only 6.2%. None of 
these septic cases had intra-uterine treatment. 
Comparisons are not to be too finely drawn, for 
each man sorts his eases very differently. It is 
interesting that of the fifteen septie cases which 
Tuttle treated as Gordon would have, only one 
died—6.6%, like Gordon’s 6.2%. Of 79 cases 
which Tuttle treated his own radical way, 15% 
died. 

Unlike Stein’*?, Warnekros**, and Grabich**, 
Winter**? of Berlin maintains that the presence 
of haemolytie streptococcus in the vaginal dis- 
charge of an incomplete abortion contra-indi- 
eates any intra-uterine treatment—otherwise, 
apparently, he considers it safe to give active 
treatment. If bacteriologic examinations can- 
not be made he advises conservative methods 
exactly like Hillis and Bovin. Bocek’ of 
Prague agrees with Winter concerning the great 
importance of haemolytic streptococcus as the 
really dangerous factor, and forbids interfer- 
ence in its presence. 

Thus we have the conservatives, Hillis, Gor- 
don, Winter, and Bovin on the one hand and the 
radicals, Tuttle, Simon, Warnekros, Stein and 
others on the other hand. At the Boston Lying- 
In Hospital our position lies midway between 
the two. We are too conservative to enter a 
septic uterus and too radical to wait on an in- 
complete case which is short of septic. 


CONCLUSIONS 


Most spontaneous miscarriages in man, as in 
lower animals, are caused by intrinsic disturb- 
ances in the fertilized ovum, or in the maternal 
organism, and not by the traditional extrinsic 
environmental accidents to the mother. 

The causes of sterility and of miscarriage are 
probably, in large part, identical, the two con- 
ditions being, as Macomber and Reynolds have 
taught, but different degrees of diminished fer- 
tility. Causes of miscarriage should be studied 
in fine detail, which includes careful examina- 
tion of both parents as well as the products of 
conception. 

Diagnosis of miscarriage is usually easy. The 
important difficulty comes in discriminating 
between a merely threatened, and an inevitable 
tnisearriage. Various criteria for judgment are 
given above. 

The treatment of threatened miscarriage is 
deterrent. That for inevitable and incomplete 
misearriage is provocative. Many authorities 
with their statistics are quoted—some advise 
great conservatism in treatment; others, ex- 
tremely aggressive procedures. Analysis of 131 
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eases at the Boston Lying-In Hospital shows 
good results from a routine which permits eon- 
servative treatment of the case which is pro- 
gressing properly by itself, and interference, 
before trouble is reached, in cases which are not 
progressing in the right direction. A septic 
uterus, except in cases of active and severe 
haemorrhage, should not be invaded. 
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A CLINICAL STUDY OF MUSCULAR CRAMP: A PHYSIOLOGICAL CURE 


BY G. 

Tis report is based upon an intimate study 
of many cramp seizures. The method of treat- 
ment by COs retention has been found invaria- 
bly effective in approximately one hundred ap- 
plications to cramps of various muscles of thigh, 
leg. foot, abdominal wall (reetus abd.) and 
diaphragm. By its control of clinical idiopathie 
cramp it definitely establishes the alkalosis the- 
ory of the cramp state. 

The subjeet who will serve as a type vietim is 
an active, strong, temperate man of 190 Ibs. 
weight. The only experiences which would seem 
') have had etiological responsibility were an 
shausting biceyele ride of ten miles against a 
vcavy wind several years prior to the cramp 
set, and a moderate sacro-iliae strain two years 

vious. To these later history added abscessed 
tet of unknown duration. He had never been 
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subject to cramps aside from an oceasional foot 
cramp in early life. 

The cramp seizures began infrequently, but 
with full intensity, ten years ago at the age of 
fifty-five. The first one, of the quadri- 
ceps of both thighs, occurred during rest after 
a vigorous swim in cool salt water. Thereafter 
they were usually at night, during sleep, anc 
involved most frequently the quadriceps. but a! 
times the inner hamstrings as well as leg and 
foot muscler. They were more frequent afte: 
fatigue from standing, when they were also 
apt to attack both legs, which was, however, 
unusual. When both legs were attacked thie 
seizure in one preceded that of the other by an 
appreciable interval. The cramps favored one 
leg for months at a time, then quite unexpectedly 
shifted to the other for a longer or shorter 
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-jod. They were always a continuation of . 
‘ontary effort, sometimes very slight. There 
-as no appreciable diminution of strength an 
»e reactions were normal. 

The contractions most frequently and charac- 
oyistieally attacked the distal parts of the qua:- 
- cops femoris, but quickly extended in rhythmic 
waves through a considerable portion of the 
coneth of the museles. The attack started quite 
spitormly in the vastus internus; that it ex- 
ton ded to the rectus was evident from the diffi- 
culty, or even impossibility, of extending the 
thigh during the tetanus. The intermedius was 
aiso probably involved but it was impossible to 
determine the share in which each partici- 
pated. The proximal ends of the muscles were 
soft and elastie, though more tense than normal, 
due to the stretching. The agonizing pain indi- 
cated that every nerve in the hard mass of mus- 
cle was pinched ‘‘as in a vise.’’ 

The tetanus lasted for ten to twenty minutes, 
unaffeeted by any local treatment except the in- 
tense heat radiated by a nearby fire, which slow- 
ly thawed it out. After the muscles became en- 
tirely soft, a new contraction frequently started, 
but this was usually of shorter duration, espe- 
cially under the influence of heat. A second re- 
currence was not experienced. The attacks were 
irregular in onset and seemed to be influenced by 
position in bed. Bent knees invited cramp of 
the thigh muscles not only in sleep but also in 
getting out of bed when rising from a sitting 
position, and even when sitting in rest. There 
was always an irresistible impulse to fight the 
cramp by standing and walking about even in 
the coldest weather. This method, while effee- 
tive with foot cramps, is not without serious dan- 
ger when the cramp is of the large thigh muscles 
and the vietim faces the possibility of finding 
himself in helpless agony on the floor of a cold 
room without proper clothing. 

All efforts to lessen the frequency and severity 
of the attacks by variations of diet, clothing and 
activity were of no appreciable value. For two 
years, in spite of these experiments in prophy- 
iaxis, the only relief obtained was from the use 
of salieylates in full doses, which gave immunity 
so long as they were continued. Then fortu- 
nately a suecession of slight joint affections 
pointed to the teeth, which were found 
“seessed. Their total extraction cleared the 
.vints, improved the health and stopped the 
cramps, 

Two years ago, however, the cramps began 
tn in full severity and frequeney. I then de- 
-rmined to test out the alkalosis theory of the 

‘mp state. The most natural and promising 
‘hod of quickly reducing the relative alka- 
-.s of the blood and of the tissues concerned in 

' tetanus, was to prevent the escape of COz 
‘om the blood in the lungs by breath-holding 
‘| rebreathing. The fact that the cramps usu- 


ally occurred during sleep made it necessary to 
focus the study upon observations of cramp be- 
havior under the influence of the CO, retention. 

For this purpose a paper bag was carried in 
the pocket and put under the pillow. ‘The at- 
tack, however, occurred at night and found the 
bag displaced. The subject accordingly held 
his breath as long as possible and then smoth- 
ered himself under the bedelothes ani rebreathed 
as slowly as he could. The cramp developed more 
deliberately, was less painful and unnerving. 
The waves of encroachment of the tetanus could 
be studied as it advanced through the muscles, 
now quickly, now slowly, as if ‘‘digging in,’’ and 
again forward with a rysh. This was rapidly 
repeated until the full contraction was reached ; 
then after a time it retreated, slowly at first, then 
faster until the muscle was soft again. A moment 
later like an echo, came another tetanus as com- 
plete as the first but more quickly over. Then 
came peace, comfort, sleep. The contrast with 
all previous experience was so marked that I 
was convinced we were on the right track. 


The next attack was treated by breath-holding 
and rebreathing from a No. 8 paper bag. The 
pain was very markedly reduced, the duration 
of the tetanus shortened and the secondary near- 
ly obliterated. Further experiments showed that 
this physiological manoeuvre of CO, retention 
was effective in reducing the pain and disability 
of the cramps to minor discomforts in proportion 
to the quickness of its application. The amount 
of rebreathing—two to five minutes—required 
to check a cramp did not cause a headache or 
cther toxic symptom, but on the contrary fav- 
ored restful sleep after an attack. It is inter- 
esting to record that in the two subjects most 
continuously studied, the treatment seems to 
have had a lasting curative effect, since the at- 
tacks have been reduced in frequency from one 
or two a week to not more than that in several 
months. This may well be due to the greatly re- 
duced traumatism of the parts of the neuro- 
muscular mechanism concerned in the tetanus. 


The bag that was found most satisfactory for 
the rebreathing is made of rubber cloth and is 
of three pints capacity. The opening is large 
enough to cover nose and mouth and is stiffened 
with soft copper wire shaped to the face. This 
bag is tight, noiseless and easily pocketable. 
Since it must be pressed tightly to the face in 
rebreathing, accidental suffocation is impossible, 
for the slightest failure of attention permits the 
bag to drop away sufficiently to let in fresh air. 

Technic :—At the first intimation of a cramp, 
the breath is held at whatever stage of the res- 
piratory cycle it happens to be, the empty bag 
is applied and the breath is released into it as 
late and as slowly as possible. At this point 
there is too little air for use in rebreathing, 
therefore at each inspiration when the bag emp- 
ties, a little air is sucked in to permit the deep- 
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ening respirations caused by the increasing ven- 
osity of the blood. This air addition supplies 
oxygen with but little dilution of the COs, hence 
is preferable to starting either with a full breath, 
or with a bag full of air, both of which delay the 
effectiveness of the rebreathing. One thus avoids 
the feeling of suffocation and at the same time 
eliminates the possibility of producing oxygen. 
want which might arise from the use of a small 
amount of air. 

This technie acts so quickly that, in some in- 
stances, the cramp is aborted with only a few 
weak twinges to indieate its severity if un- 
treated: in others, it is stopped merely by the 
breath-holding and sloy shallow breathing. This 
ean be successful only if one is awake and able 
to recognize and react to the first twinge, since 
an exclamation, a long inspiration, or an at- 
tempt to speak, may permit the eramp to de- 
velop to the point where the use of the bag for 
rebreathirg, or heroic breath-holding, is neces- 
sary for the control of the tetanus. 


In seeking a valid explanation for the imme- 
diate analgesic and antispasmodic influence of 
CO. retention on tetanus, we are faced by all 
the complications of the neutrality control com- 
plex of the animal body. The experimental ob- 
servation’ that excessive washing out of COs 
from the lungs and blood by continued deep 
breathing produces the tetanic state gives a most 
important clew. That the relative alkalosis pro- 
duced thereby is the probable cause of this state 
seems proved by the fact that alkalosis is the 
only recognized common factor in the experi- 
mental and clinical conditions in which tetanus 
arises spontaneously, viz, over-dosing with alka- 
lies. excessive loss of acid through a gastric fis- 
tula or by profuse vomiting or purging, the 
‘‘alkaline tide’’ after meals, and the undue puri- 
fication of the alveolar air by continued deep 
breathing’. That the alkalosis must act on the 
nerve cells rather than on the muscle fibres is 
evident since contraction in a muscle not only 
produces a large amount of acid, both lactie and 
(O., but also, by its stoppage of circulation in 
the muscle due to the compression of the intra- 
muscular vessels, prevents the escape of the acid, 
thus causing intense acidity in the contracting 
musele. In the nerve cells, on the contrary, 
acid production in activity is so slight that the 
unimpeded blood flow carries it off before it has 
a chance to overcome even the alkalosis of the 
active nerve cells themselves. 

Analysis of the tetanus caused by voluntary 
over-breathing in normal and pathological nerve 
conditions seems to show® that the parts of the 
neuro-museular mechanism concerned in the 
tetanus are those which produce tonus, i. e., the 
motor eells of the cord together with their con- 
trols from above. It thus seems that the docility 
and promptness of the response of the lower 
motor cells to control by the higher eentres de- 


pend upon the delicately poised ‘‘neutrality”’ 
which the animal organism so zealously guards 
in its marvelous chemico-physical laboratory. 
When the neutrality balance is lost toward alka- 
losis, as in hyperpnea, the motor cells of the cord 
seemingly become partially independent in their 
stimulation of the muscle fibres; when the im- 
pulses come to them from control centers they 
jump to their work too vigorously and continue 
it, either in spite of the efforts of the higher 
centers to make them stop, or in the absence of 
such inhibition. 


Experience in the use of breath-holding and 
rebreathing in tetanus shows that this trigger 
state of the neuro-muscular mechanism may 
quickly become normal under CO, accumulation. 
The time within which normality can be thus 
regained was shown by my experiments with 
cramps to be often as short as one minute. This 
is consistent with the findings of Y. Henderson 
that a sudden increase of CO. occurs in the 
expired air, if the breath has been held as long 
as forty seconds, i. e., until the non-aerated blood 
from the lungs has gone to the tissues and back 
to the lungs again. The tissues therefore, begin 
to receive the venous blood in about half this 
time, and we may assume that the nerve cells of 
the cord, which are fairly near the heart receive 
the extra CO, in fifteen to twenty seconds from 
the beginning of breath-holding and that subse- 
quently they receive blood of an increasingly 
rich CO» content. A further time is undoubtedly 
required for the diffusion of the COs into the 
nerve cells which somewhat lengthens the latent 
period of the CO, effectiveness. That this dif- 
fusion is quickly accomplished, however, is 
proved by the fact that, clinically, pain and con- 
traction frequently begin to be affected within 
the time of breath-holding, i. e., from thirty to 
forty seconds. In the less severe attacks, the 
cramps are even aborted in that time provided 
the breath is held instantly without air intake. 

The theory of Rosett that the tetanus from 
voluntary over-breathing is an exaggerated 
tonus, reflexly directed into the acting muscles 
by the inhibiting mechanism which relaxes their 
opponents, seems consonant with my experience 
with idiopathic cramp. The thigh mus- 
cles were never attacked when the knees were 
straight and the tonus presumably evenly dis- 
tributed to all the muscles about the joint. When 
the knees were flexed more than 15°, the ex- 
tensors, which were thereby stretched and re- 
flexly given increased tonus, were attacked. In 
sleep, cramps could be avoided if the legs could 
be kept straight: in rising, it was necessary to 
roll out of bed stiff-legged, especially if called 
suddenly out of sleep, or run the risk of cramped 
extensors. 

From the foregoing, it is logical to assume that 
tetanus from over-breathing and _ idiopathic 
cramp not only results from the same condition, 
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alkalosis, but also that the alkalosis may be due, 
in part or wholly, to the same cause, hyperpnea. 
In one ease, the over-breathing is voluntary and 
ip a resistant subject; in the other, reflex in a 
susceptible subject, the stimulation arising from 
ther the exeitement of dreams or other emo- 
-,onal eondition, or through the carrying over of 
‘he respiratory acceleration from activity into 
» rest period when the CO, production is greatly 
-odueed. In sport, the condition may even ap- 
proach voluntary hyper} nea when the air re- 
jvirement for vocalization, as frequently in sea 
hathing, greatly exceeds what is needed for lung 
ventilation. The saving condition in sport, in 
absence of eold and exhaustion, seems to be that 
the activity itself ordinarily serves to protect 
from eramp, possibly as an auto-massage effect, 
sinee attacks tend to oeeur during rest and the 
tendeney rapidly disappears with movement. It 
is not impossible that the panting respiration of 
athletes after contests may produce a condition 
of hyperpneie alkalosis if the contestants rest, 
instead of walking about until the normal res- 
piratory balance is attained. This would justify 
an empirical rule of many years on some athletic 
fields. 

Personal susceptibility to cramp is marked 
and far more common than is generally recog- 
nized. The reason for this is obscure, but may 
ultimately be traced to the instability of some 
process or reaction of the neuro-musecular com- 
plex. 

These considerations suggest the possibility 
that other tetanie type seizures may be influ- 
enced by an associated, more or less ephemeral, 
alkalosis. May not epileptie attacks have in part 
an alkalosis basis? The asphyxia due to the 
tetanus of the respiratory muscles commonly 
marks the end of the tonic convulsion, i. e., the 
involuntary breath-holding has cured the 
tetanus. Is it possible that the deep breathing 
in the aura of the attack has added the effect of 
alkalosis to the nerve instability, and, even if 
it has not precipitated the attack, has at least 
augmented it? 


The rebreathing manoeuvre offers an easily 
applied test to determine the extent of this in- 
fluence, since amelioration of the symptoms may 
be accepted as proof of the presence of an alka- 
losis of clinical importance. It is to be hoped 
that this possible extension of the usefulness of 
the manoeuvre beyond the domain of idiopathic 
cramp into that of functional nerve instability 
may appeal to some of those clinicians who see 
such cases and that they may give it a fair trial. 


COM MENTS 


(1) Change in the reaction of the blood toward 
acidity, through retention of COz by breath-hold- 
ing and rebreathing, stops idiopathic cramp. 

(2) An immediate cause of cramp is, there- 
fore, a relative alkalosis, possibly of very ephe- 
meral duration. 

(3) Alkalosis seems to permit the lower mo- 
tor nerve cells to act independently of their 
controls in continuing museular contractions in 
opposition to inhibitory stimulation normally 
effective to produce relaxation. 

(4) Susceptibility to cramp may well mean 

(a) An over-active respiratory control which 
favors the production of alkalosis by hyperpnea, 


or, 

(b) Instability of neuro-museular elements 
which causes over-sensitiveness to slight transi- 
torv changes in blood reaction, or. 

(ec) both of the above acting together. 

(5) COs retention furnishes an easy method 
of testing tetanic seizures to determine whether 
alkalosis is an associated factor of importance. 
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WHY WE USE “DROPS” IN FITTING GLASSES 


BY DAVID W. WELLS, M.D., F.A.C.S. 


GLASSES are worn first to improve vision and 
second to relieve eye strain. The fact that eye 
strain exists, notwithstanding the patient has 
“ood vision, seems not to be a matter of common 
knowledge, even with the medical profession. 

Some years ago the writer examined the rec- 
ords of 100 consecutive cases of patients who 
consulted because of symptoms of eye strain, 
‘or whom glasses were prescribed, and relief of 


symptoms followed. Just about one-half of these 
patients had practically normal vision without 
elasses. 

In order to explain this it is necessary toe 
understand the mechanism of accommodation. 
Unlike an optical instrument the eye auto- 
matically changes its focus to adapt itself to 
seeing an object clearly at whatever (distance) 
it may be situated. 
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The thickening of the erystalline lens, to fo- 
cus the eye for a near object, is shown by dotted 
line. If the eye be normal, or nearly so, this 18 


Fic. 1. 


accomplished without any appreciable effort er 
strain. 


There are three principal errors of refrac 
tion: Far Sight, Near Sight, and Astigmia. 


far Sighted Lye 


mal Lr 
Near Sighted Lye 


Fic. 2 

Astigmia is the most potent cause of strain, 
because the aecommodation to elear vertical 
lines is different from the amount required to 
clear horizontal lines, and as letters are made 
up of such lines it is diffienlt or impossible to 
see them clearly. 


ASTIGMATISM. — F1G. 3, FROM THORING- 
ToN’s “‘ ReFRAcTION.”’ 


Persistence in this effort at times produees 
a spasm of the accommodation, the ciliary mus- 
cle, so that the lens which elears the vision may 
be adapted to an artificial error. A case of far- 
sighted astigmia is thus converted into an ap- 
parent near-sighted astigmia, and lenses so 
 vreseribed will fail to relieve the strain although 
ey may improve the sight. 

Since one can never tell with certainty when 
“vis condition exists, the only way to find out 
the manifest error is the real error is to 
the ciliary musele. The drugs which 


do this are ealled eycloplegies. The principa! 
ones, in the order of their potency, are Atropine 
Scopolamin and Ilomatropine. The effect of 
atropine lasts about a week, scopolamin four 
days and homatropine one day. The power o! 
the ciliary is greatest in the young, and there 
fore with children atropine is most frequently 
used. At the age of forty or forty-five the 
normal eye has lost so much of its acecommoda- 
tion that a magnifying lens is necessary to 
enable the patient to read. No further relaxing 
is indicated and one visit usually suffices. Most 
oculists do not use a eyeloplegie after thirty- 
five. For patients twenty years old homatro- 
pine is usually sufficient to relax the accommo- 


dation, although occasionally a stronger drug is 
necessary. 


The refraction as measured under a eyelo- 
plegie is called the statie refraction. Sinee the 
muscle has a normal tone, about 14 dioptre, the 
static refraction is never the glass given, unless 
it be a ease in which the eves tend to turn in. 
In this condition glasses which blur distant ob- 
jects a little often give most relief. 

In astigmia, not only the amount of the error, 
but the eract aris of the correcting eylinder 
must be determined. This can be done best un- 
der a eveloplegie. 

Practically all cases are examined after the 
effect of the eveloplegie has worn off. Thus a 
thorough refraction examination requires three 
Visits :—the preliminary, under the eycloplegie, 
and the post-eyeloplegic. 

Another advantage of the eveloplegie is that 


it enab'es the oeulist, by means of the ophthal- 
mescope and retinoseope, to measure the refrae- 
tion objective'y quite accurately, independent 
of the patient’s answers to questions. This is 
particularly important in fitting children. 

Cycloplegia also frequently prevents one 
from prescribing vlasses which are too strong. 
The enforced rest of the ciliary is valuable in 
relieving the eve strain temporarily. A record 
of the Yotal error is important for future exam- 
inations, as with this it is usnally unnecessary 
to repeat the eveloplegie. Glasses preseribed in 
this manner do not require frequent changes. 
It makes for economy. 

When to use the drugs, and how to use them, 
is of course reserved for the medical profession, 
as it is often inadvisable and in an adult ©! 
times dangerous. All reputable oculists under- 
stand these conditions and can be trusted to i" 
proper discretion. 

The problem of eye strain is not a simple mi:'- 
ter, and if it be a refractive error the exc” 
correction will often relieve where the tnerec’ 
has failed. A small amount of far sight does 
not require correction, and the use of a evel 
plegie frequently enables the oculist to say tha: 
the patient does nof need glasses. 

Symptoms of eye strain often exist when ti° 
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-*raetion is practically perfect. A failure in 

working together of the two eyes, inc -- 
yation, is a potent cause. This condition « n 
sually be relieved, and many times cured, vy 

-reoscopie exercises which teach the eyes to 
cork together. Not infrequently a patien! is 
ven glasses correcting a slight error of re- 
-setion, when the real cause of trouble is an 
,-obrdination. The two conditions often co- 
ist, and the correction of either may relieve. 
\aturally the patient is much better pleased 
ean be eured without glasses. 

It is, of course, understood that the ocuiist, 
‘ing a physician, takes a careful history at the 
first examination, frequently examining the 
nose and pharynx, and is keen to the possibility 
that a sub-aeute sinusitis may be the cause of 


persistent headache. He recognizes nervous 
instability and is on the alert for malingering. 

Since all eycloplegies enlarge the pupil, the 
ophthalmoscopie examination of the fundus and 
lens can be more thorough. Beginning cataract 
frequently involves the periphery of the lens, 
and is covered by the iris when the pupil is of 
normal size. Small hemorrhages in the periph- 
ery of the retina may not be seen with a small 
pupil, and may not affeet vision. The same is 
true of sclerosis of the retinal arteries. 

To sum up: The use of a eyeloplegic sub- 
stitutes knowledge for guess work. It frequent- 
ly shows that glasses are not necessary. It 
enables one to report to the family physician 
with more certainty to what degree eye strain 
may be a factor in producing the symptoms. 


Che Massachusetts Medical Society 


THE CONTROL OF THE COMMUNICABLE DISEASES 
PREVALENT IN MASSACHUSETTS* 


With a Study of the Mortality Due to Them During the Past 
Seventy-Five Years 


BY EDWARD G. HUBER, M.D. 
(Continued from page 799) 


CONTENTS 
Chapter 
I INTRODUCTION 
Il Husrory OF QUARANTINE 122 
Ill Histrory oF QUARANTINE IN MASSACHU SETTS 169 
1V oF TERMS AND oF Topic... 


V GENERAL Discussion oF CONTROL MEASURES 220 
VI Tue COMMUNICABLE DISEASES NOTIFIABLE 


TRANSMISSION OF TYPHOID FEVER 


The causative organism leaves the body in 
the feees and urine chiefly. It does not live 
long outside the body, so that if fresh human 
feces and urine could be kept from the mouths 
of human beings typhoid could be practically 
eradicated. The bacilli live a few days only in 
sewage or in privy or cesspool contents. Ex- 
veptionally they may live for weeks or months 
outside the body, more readily in clean water 
‘tan in sewage. Milk, on the other hand, is a 
‘vulture medium. The organisms gain entrance 
to the human intestinal tract in a variety of 
vays: 

!. Historically and because of its import- 
ce as the vehicle guilty of transmitting by 

‘r the majority of these infections, water al- 

‘ays has been and still is the most important 
: -nigle means of transmission. And yet, evi- 


“nee that water does transmit typhoid is cir- 
~amstantial for the organism has actually been 
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found in water in exceedingly rare instances. 
Morbidity from this source has been enormous- 
lv reduced but, especially in rural regions 
where the water supply problem for each small 
community and even for each farm house is 
diminutively that of the metropolis, this vehi- 
cle is far from negligible. 

2. Contact infections take second place in 
importance. There are innumerable ways in 
which they may take place, both direct and in. 
direct. The former method involves direet 
transference of infected discharges to the 
mouth of a healthy individual. ‘‘ Food, fingers 
and flies’’ play an important part in contact 
infections. Experimentally, flies have retained 
typhoid bacilli in their bodies for twenty-three 
days. 

3. Carriers are undoubtedly responsible for 
a large proportion of the cases transmitted by 
indireet eontact. Such individuals employed 
as cooks, waiters and dairy workers may infect 
many persons. Koch was the first to make a 
scientific study of the question, and Sacquépée 
and lately Garbat have made splendid contri- 
butions to our knowledge of the subject. There 
are two types of carriers,—incubationary and 
convalescent. The former, as implied by the 
name, distribute organisms during the ineuba- 
tionary and prodromal stages of the disease, 
before the diagnosis is made. Convalescent car- 
riers may be temporary or permanent. Arbi- 


trarily the line distinguishing these two types 
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is drawn at three months. In the majority of 
convalescents the bacilli disappear with the 
fever but in four percent approximately they 
persist for a few days to as many weeks or 
more. Two percent persist at least three 
months and a half of these become permanent 
earriers. Garbat found, in a very carefully 
studied epidemic, that 28 to 29% of patients 
become feces carriers and that 3 or 4% of all 
patients become permanent carriers. Another 
type of carrier is occasionally mentioned,——ile 
healthy one, but in all probability he is a per- 
manent convalescent carrier, once having hac 
an unrecognized attack. Most carriers are 
women, and in the majority the feces are re- 
sponsible. In less than 10% of carriers the 
urine alone is responsible. When the latter is 
the case greater numbers of bacilli are trans- 
mitted per carrier than when the bacilli are in 
the feces. 

4. Milk and milk products may be infected 
either by carriers or by utensils washed in con- 
taminated water. Chapin thinks that raw milk 
is not a good culture medium, owing to some 
inhibiting action of such milk on _ bacterial 
growth. He ealls attention to the fact that 
milk epidemics are found in small communities. 
over short milk routes, in apparent substantia- 
tion of his belief. 

5. Transmission by shellfish has received in- 
creasing attention of late. It has long been 
known that oysters and clams taken from areas 
polluted by sewage may transmit typhoid fev- 
ers, but in spite of ample laws with good at- 
tempts at enforcement, it is probable that such 
transmission still oceurs. 

6. Fruits and vegetables may be contamina- 
ted by human feces used as fertilizer, but this 
method of fertilization is rare in this country. 

7. Soil becomes polluted by the deposition 
on it of infected feces and urine. This often 
results in the direct contamination of drinking 
water and food, and in indirect contamination 
of food through flies. and fingers. The deposi- 
tion of infected feces in an insanitary privy 
furnishes an excellent souree where the fly may 
obtain infected material to convey to food. Such 
privies exist not only in rural districts but to 


some extent in cities where sewerage is avail- 
able. 


CONTROL 


The first and most important feature in the 
fight against typhoid is the early diagnosis, and 
to obtain this, laboratory help is essential. 
Clinieal diagnoses are made, but they are nev- 
er early ones, being made generally after the 
clinieal picture is complete. When a fever 
persists several days with malaise and diarrhea 
vr other suggestive symptoms laboratory aid 
should be sought, if available, and the health 
department should provide such facilities. The 
Widal test is no longer universally available 


because of the prevalence of vaccination and al- 
so because there are now more diseases in this 
group than typhoid itself. Blood cultures and 
isolation of the causative organism from feces 
or urine are now so well established that no 
diagnosis of a typhoid fever should be made 
without such a positive finding, where a labora- 
tory is available. Blood cultures are most com. 
monly positive in the first week, while feces and 
urine are not generally positive before the 7th 
day. Examinations of several specimens of 
feces may be necessary in order to find the bac- 
illi, for they die quickly in feces. Mild or 
abortive cases are easily missed or mistaken for 
influenza, acute articular rheumatism, ete. <A 
diagnostic measure ordinarily available in hos- 
pitals only is the duodenal culture, the mate- 
rial being obtained by means of the Einhorn 
tube. This probably is the most certain diag- 
nostic aid. In remote rural regions where 
prompt laboratory aid is not available the clin- 
ical diagnosis will have to be relied upén, and 
the earlier it is made the better, since infected 
urine and feces are particularly dangerous to 
others in such places. 


Prompt notification of each case of typhoid 
fever, as prescribed by law is the point where 
the physician may first assist in the campaign 
for eradication. Each such report should re- 
sult in a visit of a trained agent of the health 
department to the house where the case origin- 
ated. This agent should give instruction in 
concurrent disinfection to the members of the 
household if the case is being treated at home, 
eollaborating in this with the attending phys- 
ician. In addition he should urge vaceination 
of contacts and be prepared to do it immediate- 
ly on request; he should get specimens of feces 
and urine from contacts; and he should try to 
trace the infection. 

The aim of all control measures is to preven! 
human feces from reaching the human mouth. 
Could this be accomplished, the typhoid fevers, 
many of the dysenteries and diarrheas of adults 
and children, and Asiatie cholera would disa)- 
pear. If all human excreta could be dispose! 
of in a safe manner there would be a marked 
decrease in typhoid as well as in the other dis- 
eases named and in hookworm disease, and cer- 
tain other parasitic infestations. The problem 
of preventing the typhoid fevers has two as- 
pects,—the community and the individual. Up 
to the present time community measures have 
accomplished more relatively, than individual. 
Practically all cities have obtained pure water 
supplies, but the large ones, with more financia! 
resources have been able to provide themselves 
with more elaborate water purification plants. 
In addition they are able to employ experienced 
health officers with well-trained assistants who 
exercise a rigid inspection service to keep the 
milk and shellfish industries clean. Therefore. 
at present, the chief source of typhoid in the 
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eties is the rural distriets which urban dwellers 
‘vequent on their summer vacations. The fol- 
lowing are the control measures for which the 
-oymmunity is responsible: 

1 Purification of water supplies and their 
constant supervision, with frequent laboratory 
examinations, and the exclusion of contamina- 
te! supplies until disinfected. 

» Careful inspection of dairies and pasteur- 
‘vation of all milk except it is certified, and ex- 
clusion from distribution of all suspected sup- 
plies until some other cause is shown for tiie 
existing epidemic. 

3. Supervision of the food supply of the 
community. This ineludes an inspection of 
restaurants with special reference to the exam- 
ination of food handlers in order to exclude 
earriers. It also ineludes keeping contamina- 
ted shellfish out of the market. 

4. Prevention of fly breeding. 

5. Safe disposal of sewage and the abolition 
of the insanitary privy as well as of the so- 
called sanitary ones in the districts served by 
a sewerage system. 

6. Supervision of all carriers and their ex- 
clusion from work as food handlers. 

As to individual measures, these may be 
studied more in detail, for it is here that the 
practicing physician is able to co-operate most 
fully. First of all, the patient should be isola- 
ted in a well-sereened room. Hospital condi- 
tions are best unless home arrangements are 
entirely adequate. Concurrent disinfection is 
very important, and is complex. The repre- 
sentative of the health department, even if he 
leaves printed instructions cannot in his few 
visits explain ‘all the measures to be taken. And 
generally, in communities where the health de- 
partment is able to send agents, there is abun- 
dant hospital service. Coneurrent disinfection 
therefore generally depends on the physician 
who, during his daily visits can do much in the 
way of giving instructions and correcting 
wrong methods, toward protecting other mem- 
bers of the community. The chief control meas- 
ures which the physician is best situated to su- 
pervise are the following: 


1. ftsolation of the patient in a fly-proof room. 

2. An attendant or attendants to give exclusive at- 
tention to the patient. This attendant should 
understand the need for, and practice extreme 
cleanliness. 

3. Vaccination of all those who have probably been 
exposed. 

4 Disinfection of feces, urine, and burning of spu- 
tum and food remnants. 

. Use of individual eating utensils. 

. Disinfection of bedding and other linen before 

sending to laundry. 


oo vl 


CARRIERS 


it is comparatively simple to prevent the ex- 
‘ension of typhoid fever from patients. They 
are in bed, and under control, and concurrent 


disinfection even though it is not perfect ac- 
complishes mach. But the question of the am- 
bulant or abortive unrecognized case, of the 
typhoid ease before diagnosis, and of the so- 
called healthy carriers is far from solution. It 
is manifestly impossible to make systematic 
searches for carriers in a community, so they 
are discovered accidentally, only, generally 
while making epidemiological studies of out- 
breaks or of repeated cases in some particular 
locality. If it were possible to secure Utopian 
conditions where everyone washed his hands 
after defeeating or micturating, and before eat- 
ing, and kept his hands from his mouth, nose, 
and eyes, typhoid fevers would be much more 
rare; but this is as difficult of attainment as the 
prevention of the distribution of saliva. 

A certain proportion of carriers may be kept 
under observation from the time of their incip- 
iency. If all patients before discharge were to 
have careful bacteriological examinations of 
feces, urine, and bile, many who become un- 
known carriers might be kept under supervis- 
ion. It is not possible to quarantine known 
carriers but if they are registered and kept 
from handling food the danger from them is a 
minimum. Garbat’s excellent work showed 
that even feces cultures fail to detect all ear- 
riers. In his series 15% of those who had three 
consecutive negative stool cultures were found 
by bile culture methods to be carriers. The 
method of getting bile for culture is the duod- 
enal tube. Occasionally there is a pure intes- 
tinal carrier who will have negative bile cul- 
tures. All typhoid convalescents still under 
observation, as well as earriers should be 
warned not to go anywhere where they could 
possibly contaminate a water supply. They 
should be instructed that until discharged from 
observation all their feces and urine should be 
disinfected. Those discharges should be ex- 
amined bacteriologically and three consecutive 
negatives obtained, at 48 hour intervals, before 
discharge of the patient. Wherever possible— 
and this should always apply to hospitals—two 
negative consecutive bile cultures, most certain- 
ly at least one, should also be made, if feces and 
urine have been negative, before discharge. 
Permanent carriers thus located should be reg- 
istered at the health department and given the 
following instructions: 

1. Avoidance of any employment in connection with 


preparation and handling of any food whatso- 
ever. 

. Semi-annual reporting to the health department 
in person, giving information as to his activi- 
ties, and leaving specimens for examination. 

. Advice concerning disposition of feces and urine, 
if insanitary privies are used. 

4. Necessity of personal cleanliness in such matters 
as washing the hands, the use of a personal 
towel, and the disinfection of his linen to avoid 
infecting those who wash the latter. 


Vaccination with a triple vaccine composed of 
dead typhoid, paratyphoid A and paratyphoid 


bo 
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B bacil! cious an individual prophy-| have been in 1917 or 1918 for the ex-service 


ould be urged to take it. Since 
‘cs have been. reported in this 
others where those who had 
be while in service eseaped infee- 
exposed to identical conditions 
sacked. Vaeeination does not pro- 

yiassive doses, and therefore even 

versal it would not be permissible 

\ other preeautionary measures. All 

oiling in eontaet with cases or carriers 

sof oy all means be vaecinated. Also those 
avel about (and who in this day of the 
comobile does not do so?) and are often 
‘ovcet to eat and drink under conditions not 
above suspicion. In a word, all should be vae- 
cinated before the age of ten and revaccinated 
sveral times during the period of greatest 
susceptibilty. There were reported in Massa- 
chusetts during the seven years 1917-1923 6718 
cases of typhoid. According to Department of 
Health reeords 172 of these had been vaecina- 
ted against typhoid. It is not improbable that 
there were really more, for about a third of the 
histories of cases were not good, so no compar- 
ison as to typhoid morbidity among the vacein- 
ated and unvaccinated can be made. But of 
these 172 eight were fatally infected, a case 
fatality of 4.7%. Of these eight, two were in 
age group 10-19, four in 20-29, and one each in 
40-49 and 50-59, and a ease fatality of 14% 
would have been expected based on the figures 
in table 18. Of these 172 vaccinated cases, the 
records showed that 44 had been vaccinated 
while in the Army. Two of these men died of 
typhoid, one in 1919 and the other in 1923. 
Both were in age group 20-29 where a case fa- 
tality of 11.3% is expected (table 18). The 
actual ease fatality is 4.5%. It is not known 
just when vaccination was given, but it must 


lactic 
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Coun’ 


men. 

As in the other communicable diseases a cam. 
paign of education of the publie should be con. 
ducted, along the following lines: 


1. That the typhoid fevers are preventable, and that 
they are just as much to be feared as is Asiatic 
cholera, which, because of its shorter and more 
fatal course, is much more dreaded. 

2. That all substances which are intended for use 
as food should be protected from contamination 
with human excreta, or should be subjected be- 
fore consumption to some process which kills 
the organisms. The individual is dependent on 
the community, unless he lives in a rural dis- 
trict, for pure water, milk, and shellfish, but 
even then he must protect his food after he 
gets it or the good work of the supervising 
authorities will have been done in vain. Keep- 
ing flies out of the home is important in this 
connection. 

. That excreta should be disposed of in a sanitary 
way. If a sewerage system is not available the 
privy or cesspool should be sanitary in con- 
struction. 


4. That water not known to be safe should be 
avoided. 


5. That personal cleanliness, particularly in food 
handlers, manifested by washing the hands 
after each visit to the toilet and before meals, 
and by keeping the hands from the nose, mouth, 
and eyes, is a very essential prophylactic 
measure. 

6. That vaccination is the best individual protection. 

7. That the thorough cooking of meat is a special 
measure necessary to prevent a certain sub- 
group of the typhoid fevers, and that this also 
prevents certain infestations. 

8. That reporting of mild cases direct to the health 
department, in cases where the family does not 
desire a physician or is unable to go to the 
expense of employing one, is an aid to the 
health department as well as protection to the 
other members of the family and to the com- 
munity in general. 


(To be continued) 


MEDICAL PROGRESS 


PROGRESS IN OBSTETRICS 


BY ROBERT L. DE NORMANDIE, M.D., F.A.C.S. 


THE SEVERE ANAEMIAS OF PREGNANCY AND THE 
PUERPERIUM 


LARRABEE! reports 17 eases of severe anaemia 
beginning during or shortly after pregnancy 
not due to obvious complications, but appar- 
ently resulting from the gravid state per se. 
Ile reports in detail with the blood findings in 
an accompanying chart of 7 cases where the 
blood picture was of a secondary anaemia, 8 
cases with the blood picture of pernicious 
anaemia, 1 ease with the blood picture of 
aplastic anaemia, and a final atypical case with 
recovery after splenectomy. 


Larrabee goes into the diagnosis of this eon- 
dition and its relation to other diseases, and 


warns the obstetrician confronted with a case 
of apparent sepsis in which pallor is a marked 
feature to make a thorough study of the blood. 
It the anaemia is of the secondary type with 
polymorphonuclear leucocytosis present, it will 
point strongly toward sepsis. But if the pic- 
ture is that of pernicious anaemia, and particu- 
larly if there is also leukopenia, immediate 
transfusion should be done. If there is a prompt 
drop of temperature and progressive improve- 
ment after a single transfusion, infection as 4 
cause is most improbable, for in real septic in- 
fections transfusion has no such influence. 

In regard to the prognosis, Larrabee states 
that with transfusions and other modern meth- 
ods available, most of those with anaemia of the 
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hore severe types will recover and will even co 
‘nrough subsequent pregnancies without recir- 
renee, Lf the disease becomes severe early in 
svegnaney, the patient will probably abort. 

In the treatment, transfusion has made an 
-yormous difference in the outlook for these pa- 
ionts. Even the eases with a secondary picture 
say need it. When the pernicious picture is 
recognized, they should have it without delay. 
Vrobably a single transfusion will suffice in the 
majority of cases, and recovery is sometimes 
marvelously prompt. Splenectomy as a routine 
procedure is not advocated, although it was at- 
‘ended with brilliant results in one case report- 
od. In eases originating early in pregnancy the 
question of emptying the uterus arises. In mild 
eases of the secondary type it is surely justifi- 
able to let pregnaney proceed. Larrabee agrees 
with Rowland, who says that any case bad 
enough to require transfusion is bad enough for 
the termination of pregnancy. The proper 
course, Larrabee however feels, must depend 
upon the merits of the individual case, having 
reference to the type and the severity of the 
anaemia, the stage of pregnaney and the viabil- 
ity of the fetus. 

The question arises in regard to future preg- 
nancies, and he reports one of his cases that has 
heen through one subsequent pregnancy and 
another who has had two subsequent pregnan- 
Cies, 


PROLIFERATIVE GINGIVITIS OF PREGNANCY 


Monash? reviews the disturbances which take 
place in the mouth about the teeth during preg- 
naney, and reports especially on the type of 
vingivitis which appears during pregnancy and 
goes away spontaneously after delivery. He 
reports six eases with photographs of the condi- 
tion and photomicrographs of sections from the 
tissue removed. 

Me coneludes that these tumor-like masses 
may begin to form at variable times during 
pregnaney and inerease much in size unless 
treatment is instituted. and spontaneously are 
diminished in size or disappear completely after 
delivery. The growth is usually accompanied 
by a generalized gingivitis and is inflammatory 
in character. THe coneludes that there is no 
gingivitis peeuliar to and found only in preg- 
naney, and in the treatment the elimination of 
all irritating faetors and if necessary excision 
of the growth after delivery may be necessary. 


FETAL HMEART SOUNDS DURING LABOR 


Bartholemew® has studied 200 private consec- 
‘tive obstetric cases in which the fetal heart 
sounds were noted at intervals of one-half hour 
‘o one hour in the first stage and from five to 
fifteen minutes or less during the second stage. 
Ife summarizes his paper by saying that as the 
heart rate was found to be slowed from a nor- 


mal rate of 120 or above, to 100, or further 
slowed to a rate persisting below 100, there was 
an inereasing proportion of babies showing 
partial asphyxia at birth, and an increasing in- 
cidenece of intra- and postnatal deaths from 
asphyxia, and he concludes that the fetal heart 
rate is usually from 125 to 145 during labor, 
tending to be somewhat slower in the second. 
than the first stage. <A rate of 120 per minute 
is the low limit of normal. <A fetal heart rate 
of 100 to 120 strongly suggests some interfer- 
ence with the cireulation, and is an indication 
for more frequent auscultation and for making 
preparations for possible delivery. A_ fetal 
heart rate persisting below 100 and tending to 
a progressive decrease is an indication of im- 
pending asphyxia and necessitates immediate 
delivery. <A rapid fetal heart rate of 160 or 
above is not an indication of threatened asphyx- 
ia and does not require interference. 

He finally concludes that the physician should 
be in attendance at the end of the first and 
throughout the second stage and auseult the 
fetal heart sounds at intervals of five to fifteen 
minutes or less in order to detect evidence of 
threatened asphyxia. 


THE SIGNIFICANCE OF TIE PASSAGE OF MECONIUM 
DURING LABOR 


Schulze! has a short historical review of the 
subject of the passage of meconium during la- 
bor, and then goes on to the analysis of 5,000 
deliveries in the University of California Hos- 
pital. In this series meconium appeared in the 
amniotie fluid in 3% of the cases. 

She analyzes the question of whether the 
meconium was passed some time prior to labor, 
or whether it was passed during the process of 
birth, ealling attention to the fact that fresh 
meconium is flaky and of the typical greenish- 
brown appearance, while old meconium imparts 
a uniform greenish tinge to the amniotie fluid. 
Schulze also considers the possible effect of an- 
aesthetics on the passage of meconium, but comes 
to the conelusion that the anaesthetic has no 
effect. 

Her further conelusions are that the passage 
of meconium during labor is in the large major- 
itv of eases entirely independent of fetal as- 
phyxia. The passage of old meconium at the 
time of rupture of the membranes is of no prog- 
nostic value as to the later development of 
asphvxia. The cause of the passage of mecon- 
ium in eases without asphyxia can not be defi- 
nitely stated, but it is entirely independent of 
maternal conditions or of drugs administered 
to the mother. A strikingly large proportion of 
overlarge children pass meconium. in most cases 
without serious significance. Fresh meconium 
appearing with rupture of the membranes may 
or may not be associated with asphyxia. In 
eases associated with asphyxia changes in the 
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fetal heart are invariably present, and the lat- 
ter therefore should be the sole guide regarding 
the necessity for operative interference. 


PRESENT STATUS OF THE INTRAVENOUS USE OF 
MERCUROCHROME 


In a short article Piper®, who has been one of 
the chief advocates of the intravenous use of 
mereurochrome, gives a very fair summary of 
the present status of the use of that drug, and 
comes to the following conclusions: (1) its use 
is not unattended by danger; (2) were we able 
to use larger doses safely we could unquestion- 
ably temporarily sterilize the blood stream; (3) 
the use in smaller doses as a prophylactic mea- 
sure in the puerperal state and in other condi- 
tions where septicemia is imminent shduld have 
careful consideration; (4) its use in puerperal 
septicemia per se is most discouraging; (5) no 
intravenous medication will avail without com- 
mon sense surgery. 


BANDL’S RING AS A CAUSE OF DYSTOCIA 


Michael® has a short review of the previous 
literature on cases of dystocia caused by Bandl’s 
ring, and reports four cases of his own that gave 
difficulty. In the statistical inquiry as to the 
cause of this condition, there apparently is no 
definite reason for its oecurrence in a multipara 
or in a primapara. The age, the type of pelvis 
or the presentation apparently are not causes 
for the occurrence of the condition. He states 
that early rupture of the membranes is gener- 
ally considered as a predisposing cause. 

In regard to the character of the pains, the 
two outstanding features were the presence of 
an increased subjective pain varying in its site, 
but most frequently described as being low in 
the back and irregular, with ineffectual contrac- 
tions usually extending over a long period of 
time. in many of the eases that he reviewed, 
measures had been employed to expedite labor 
and unsueeessful attempts at delivery had been 
made before the diagnosis of a Bandl’s ring was 
made. 

The ring he finds situated in various parts of 
the uterus, some below the presenting part, some 
about the neck, or about the thorax or the shoul- 
ders. The fetal mortality in this condition he 
states is very high, running from 40% to 80%, 
and that the maternal mortality according to 
the method of delivery runs from 20% to 33%. 

He reports four eases where the Bandl’s ring 
was supposed to be the cause of the difficult 
‘abor. He suggests for this condition the adop- 
tion of two terms—‘‘persistent retraction 
ring of Bandl’’ and ‘‘tonie contraction ring of 
Bandl’’, the former applying to cases where in 
addition to the ring general retraction is pres- 
ent, while in the latter Bandl’s ring alone ex- 
hibits contraction. He states that Caesarean 
section as a method of delivery for this eompli- 


cation carries a high maternal mortality, and 
success in the management of this condition de- 
pends on early recognition which presupposes 
early exploration of the lower uterine segment. 


RECTAL ETHER ANALGESIA IN CHILDBIRTH 


Harrar’ reviews the use or morphine and mag- 
nesium sulphate hypodermically followed by the 
colonie instillation of ether in oil for the lessen- 
ing of the suffering of women in labor. This 
method was first brought forward by Gwathmey 
in 1923. 

Deep intramuscular injection of one dose of 
morphine with magnesium sulphate in solution 
to prolong its action is given and the magnesium 
sulphate later is repeated alone. One to two 
hours following this a rectal instillation of ether 
in olive oil is given. Harrar states that the effect 
is a semi-nareosis and amnesia with great relief 
of pain, and when not used too early does not 
inhibit the progress of labor, even in the per- 
inaeal stage. Hlarrar does not pretend or prom- 
ise a painless labor by this method. 

The drugs used are 1/6 or 1/4 grain of mor- 
phine sulphate with 2 ¢.c. of a 50% solution of 
magnesium sulphate. The magnesium sulphate 
is used alone when repeated, and the retention 
enema is made up of quinine alkaloid grains 20, 
aleoho! minims 40, ether ounces 24, olive oil up 
to ounees 4. If the quinine alkaloid is not ob- 
tainable, he uses quinine hydrobromate grains 
20, aleohol drams 3, ether and olive oil the same 
as before.’ The magnesium sulphate is given 
intramuscularly and the rectal instillation is 
given by a small rubber catheter, size 20 or 22 
French. A glass connecting tube is attached to 
the rubber catheter and the rubber tubing in 
order to enable the observer to note when the 
last of the fluid leaves the funnel. 

The treatment should not be started until the 
patient is in active labor, and the pains are com- 
ing at least at five minute intervals and lasting 
forty seconds. By waiting until the labor is 
well established, one eliminates cases of so-called 
‘‘primary inertia.’’ In a primipara Harrar 
states that it is best to wait until the cervix is 
fairly well effaced and dilated to a diameter of 
at least two finger tips, but in a multipara it 
can be started before this degree of dilatation is 
reached, if the pains are of proper length and 
strength. An enema is given and then the intra- 
museular injection is given. One-half hour after 
the primary injection of morphine and magne 
sium sulphate is given, a second. intramuscular 
injection of 2 «ec. of a 50% solution of magne- 
sium sulphate alone is given. Harrar states that 
this is given no matter what the effect of the pri- 
mary injection is, for this second dose tends to 
prolong the action of the morphia. If the effect 
of the morphine and magnesium sulphate is seda- 
tive, the rectal instillation is withheld until the 
effect of the former is almost worn off. If, how- 
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over, there is no relief from the morphine and 
magnesium sulphate within one-half hour of tle 
.-cond injection of the magnesium sulphate, thie 
reetal instillation is given. 

The rectal instillation is given as follows: 
‘he eontents of the bottle containing the ether 
mixture and a bottle containing two ounces of 
plain olive oil are warmed by letting them stand 
. few minutes in warm water, first loosening ‘he 
corks. The patient is then placed on her |eft 
side, and vaseline is liberally applied around the 
anus, so that the ether mixture if expelled will 
not irritate. The patient is told not to press 
Jown during her pain, but to breathe deeply 
with her mouth open. One ounce of the warm 
»lain olive oil is poured into the funnel, the air 
's expelled and the catheter is then introduced 
into the rectum about four inches. Harrar warns 
if the fetal head is well down into the pelvis 
the gloved finger must be inserted into the ree- 
‘um along with the eatheter to insure its passage 
past the head. The warm ether mixture is then 
allowed to run into the reetum very slowly. At 
no time is the funnel allowed to become entirely 
empty. As the last of the ether mixture is about 
to leave the funnel, an ounce of warm olive oil 
is poured in. Pressure is then made on the anus 
with a towel during the next two or three con- 
tractions, with the pinched catheter in place. 
The catheter is then gently withdrawn. If a 
uterine contraction comes during the instilla- 
tion, pressure must be made against the anus 
with a folded towel. 


Immediately after this injection is completed 
a third dose of magnesium sulphate alone is 
given, in order to prolong the action of the ether. 
The patient is then allowed to turn upon her 
back or assume whatever position is most agree- 
able to her. Harrar warns that vaginal or rectal 
examinations must not be made too soon after 
the instillation. 

Within fifteen or twenty minutes one can 
smell the ether on the patient’s breath, she be- 
comes flushed, and occasionally has a little of 
the excitability of the first stage of ether anaes- 
thesia. Conseiousness is not entirely lost, the 
patient becomes drowsy and sleeps lightly be- 
tween the pains. Harrar warns that the progress 
of labor must be closely watched for the pre- 
senting part is frequently bulging the perinaeum 
withont any apparent increased effort on the. 
part of the patient. When the effect of the 
‘iyvst ether instillation is worn off, usually in 

yout two to three hours, a second and even a 
‘ird instillation may be given at intervals of 
cree hours or more. The first instillation con- 
‘ains 20 grains of quinine, but in subsequent in- 
-‘illations only 10 grains is given. At each sub- 
quent instillation one intramuscular injection 
‘f 2 ee. of 50% magnesium sulphate is given. 

Harrar believes that this method is the least 
likely to prolong labor if not used too early, and 


it is without danger to either mother or child. 
He states it can be used both in normal labors, 
in eases of dystocia, in labors induced with bags, 
in toxemias, in cardiac cases and in women in 
labor with acute pulmonary conditions to whom 
inhalation anaesthesia might be disastrous. Har- 
rar finds that it is applicable to about 70% of 
all labors in hospital practice. It can be used in 
the home with equal facility, and is also being 
used by the outpatient staff of the hospital. Har- 
rar has found no inerease in operative deliv- 
eries, and there has been no increase in postpar- 
tum hemorrhage or in the stillbirth rate. 

Harrar refers to certain disadvantages, but 
states that most of them are due to false tech- 
nique. The most evident of these is the ocea- 
sional expulsion of the rectal instillation. Fre- 
quent extrusion of small quantities of fecal mat- 
ter makes it more difficult to keep the field clean 
in the ‘perinaeal stage, but this is obviated if the 
cleansing soap suds enema is completely expelled 
before the rectal instillation is given. 

Harrar states that he is convinced that it is 
the safest and most effective method for the re- 
lief of pains of childbirth over a period of hours 
that has been so far devised, but he warns that it 
would be a great mistake to promise the patient 
that she would be entirely relieved of all suffer- 
ing. 


THE INTRAMUSCULAR INJECTION OF MAGNESIUM 
SULPHATE FOR THE CONTROL OF CONVULSIONS 
IN ECLAMPSIA 


Dorsett’s* paper is based on 38 cases where 
magnesium sulphate was used by injecting it 
deep into the gluteal musele. Dorsett started 
using a 50% sterile solution of magnesium sul- 
phate, but changed to a 25% solution, and he is 
now using a 25% solution put up in 15 ¢.c. am- 
poules. 

Ile is not governed by the blood pressure or 
by the body weight of the patient when injecting 
the solution, but gives as an initial dose 15 c.e. 
in the buttocks. He does not hesitate to give a 
similar dose every hour if necessary. The dosage 
is guided entirely by the frequency and the se- 
verity of the convulsions. Dorsett states that in 
the cases that he has thus treated there has been , 
no respiratory disturbance of any kind, but he 
has been prepared at all times to give an injec- 
tion of 1 ¢.c. of calcium chloride intravenously 
should any patient show any ill effects from the 
magnesium sulphate. He states that several of 
the eases have received as high as 100 c¢.c. of the 
drug within 20 hours without any perceptible 
reaction. 

He states that the action of the drug varies 
in different cases, having a much more rapid 
effect in those cases where the patient receives 
the injection early and has had only a few con- 
vulsions. In several cases there were no more 
convulsions after the first injection. In the 
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majority of eases there was a marked relaxation 
of all the voluntary muscles, but if the patient 
is in labor there is absolutely no effect upon the 
uterine contractions, and the drug has no effect 
upon the blood pressure or pulse rate. Dorsett 
noticed no purgative effect, but he believes that 
it has a diuretic effect. 

In this series of cases magnesium sulphate 
alone was used to the exclusion practically of all 
other forms of medication. He presents a table 
showing the number of cases with the number 
of convulsions, the amount of magnesium sul- 
phate given and the number of convulsions which 
occurred after delivery. 

He comes to the following conclusions: 1. The 
intramuscular injection of 25% magnesium sul- 
phate in 15 ¢.c. doses will control the convulsions 
of eclampsia. 2. Fifteen ¢.c. as an initial dose is 
not toxic. 3. This method of treatment not only 
relaxes the patient but decreases the intracranial 
pressure by relieving the cerebral edema, stim- 
ulates diuresis, and aids in the diminution of 
the general edema. 4. Eclampsia is primarily a 
medical condition and secondarily an obstetric 
problem. 5. Any method for the hastening of 
delivery of the patient is not only unnecessary, 
but adds greatly to the morbidity of the case. 


SYPHILIS AS THE CAUSE OF STILLBIRTH 


Taylor’ has studied a series of proven syph- 
ilitie cases where spirochaetae were present in an 
attempt to arrive at some method of diagnosis 
when the spirochaetes are not found or even 
microscopy is not available. His paper is the 
result of study of 23 cases of syphilitic stillbirths 
and 66 cases of stillbirths as the result of diffi- 
cult labor, placenta praevia, accidental hemor- 
rhage and the like. 

Ile comes to the following points that are of 
value in making a diagnosis of syphilis in the 
stillborn when spirochaetes have not been found 
or it is not practical to search for them. In 
favor of syphilis: (a) enlargement of the spleen 
(45% of the body weight may be taken as a 
**border-line’’); (b) the presence of chondro- 
epiphysitis; (¢) a positive Wassermann reaction 
in the mother. Against syphilis: (a) no macera- 
tion of the fetus; (b) the fetus reaches full time. 
No evidence can be obtained from (a) the weight 
and length of the fetus; (b) the relative weight 
of the liver, kidneys or placenta. 


OBSTETRICAL ROENTGENOLOGY WITH SPECIAL 
REFERENCE TO ANENCEPHALY 


Doub’? states that in the last few years there 
has been a decided impetus for the use of the 
X-ray in obstetries, and in many clinics it is 
now almost a routine procedure in all cases sus- 
pected of variation from a normal pregnancy 
either from the standpoint of the fetus or of the 
hony conformation of the maternal pelvis. He 
states that the fear in some quarters of causing 


damage to the fetus has acted as a deterrent in 
the use of the X-ray, but he feels that this fear 
is unjustified. 

He states that from the point of view of teach- 
ing, X-ray work in obstetries has great possibili- 
ties, both from the standpoint of the medical 
student and the interne, and for the obtaining 
of a collection both of normal and abnormal! 
conditions. Doub has special reference to the 
study of anencephaly, fetal death, hydrocepha- 
lus, abdominal pregnancy, multiple pregnaney, 
malformations of the fetal skeleton and X-ray 
of the pelvis. ~ 

He reports 7 cases of anencephaly which were 
diagnosed by the X-ray before birth. In mak- 
ing the diagnosis of the death of the fetus, he 
quotes Spalding as saying the overlapping of 
the fetal bones to be a pathognomie sign of intra- 
uterine death, and he reports two cases which 
showed this overlapping of the cranial bones 
and the diagnosis of death of the fetus was 
made. Ile also reports a ease of hydrocephalus 
diagnosed before birth. 


THE INCOMPATIBILITY OF PREGNANCY AND 
FIBROIDS OF THE UTERUS 


Mosher'' has an interesting review of preg- 
nancy and fibroids, and states that the striking 
fact that there is an ineompatibility of these 
two conditions is demonstrated by the follow- 
ing facts: (1) the frequency of sterility when 
fibroids are present; (2) the tendeney to abor- 
tion and premature labor; (3) the stormy expe- 
rience which these patients endure in pregnan- 
ey; (4) the possibility of degenerative changes 
which may oceur. He reports six pregnancies 
ecomplieated by fibroids. 

He eoneludes that pathology of myoma and 
fibromyoma in pregnaney will be shown by 
pain, hemorrhage and signs of degeneration, 
evidence of the latter being a rise in tempera- 
ture or a high leucocyte count. If the tumor be 
situated at the brim of the pelvis so as to con- 
stitute an absolute or a relative dystocia, opera- 
tion is to be considered, either a myomectomy 
or a hysterectomy, according to the condition 
encountered. Abortion is not to be considered 
as an expedient in a case of pregnancy com- 
plicated by fibroids. Caesarean section is done 
in many instances without proper indication. 
The majority of fibroids in conjunction with 
pregnancy run a favorable course after the im- 
mediate danger of postpartum hemorrhage. The 
tumor rapidly diminishes in size and in some 
instances has seemed to disappear. Each case 
must in every instance be individualized, anc 
the result is dependent on the judgment and 
skill of the operator. 


THE DEVELOPMENT OF PRENATAL CARE IN DETROIT 


Welz’? reviews interestingly the attempt of 
the city of Detroit through its Department of 
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ifealth to deerease the maternal and infant 
ortality which results from neglected preg. 
saney and delivery. The death rate from 
earing in Detroit has averaged 6.75% for a 
umber of years, and Welz states that this ap- 
calling death rate intimately associated with 
jildbearing is sufficient to demonstrate that 
-hildbearing is a publie health problem. 

In 1911 the Department of Health started a 
vrenatal elinie, and now there are seven such 
tinies. In 1918 the Department of Health 
»rovided a maternity pavilion in a hospital, and 
by this means the city has provided care for in- 
digent pregnant women from the time of con- 
ception through pregnancy, delivery and the 
postnatal period. Over 1300 patients are cared 
for in this pavilion annually. Welz has tables 
which show the improvement of mortality sta- 
tisties in stillbirths and neonatal deaths when 
prenatal eare has been given the patients. 

At one station 14% of the patients that ap- 
plied for eare showed syphilis, and as soon as 
a positive diagnosis of syphilis was made the 
patient was sent to the venereal clinic of the De- 
partment of Health for intensive treatment. 
Welz shows an interesting table of the improve- 
ment of infantile death rate under this inten- 
sive treatment. Marked cases of toxemia of 
pregnaney ran from 3% to 4%, and Welz con- 
siders this low incidence due to the effect of pre- 
natal control. Six and six-tenths per cent of the 
women in one station were found to have heart 
lesions. The ineidence of tuberculosis in this 
clinie was 8.6 per 1,000. The fact that it was 
so high was beeause all pregnant tuberculosis 
patients are referred to the eclinie for care from 
the tubereulosis clinie of the Department of 
Ilealth. Five per cent of all mothers in one 
station pelvie contraction sufficiently 
marked to make normal delivery problematical. 
The nutrition of the mother was earefully looked 
after, and the importance of breast feeding was 
thoroughly taught to the individual patients. 
Careful prenatal records were kept and general 
health eodperation was carried out. 

At the present time in the prenatal clinics 
the Department of Health registers 6% of all 
»regnant mothers in the city. These, however, 
‘re practically only the indigent class. Welz 
stimates that approximately 20% of the moth. 
vs of Detroit receive adequate prenatal care, 
vid these inelude the wealthy who pay for their 
ire and the poor who attend these clinics. He 
- ates that the reason that the other 80% is 

vleeted is two-fold—neglect on the part of the 
cmily physician and negligence on the part 
the expectant mother. 

Welz ends his paper with the following com- 
cont: ‘Prenatal eare is in its infancy. When 

~operly understood and generally followed, it 

ill be the gréatest aid in making childbirth 
\fer for mother and child. The objective of 


the medieal profession should be to train its 
members to give modern prenatal care, and to 
edueate all people as to the benefits of this care. 
There must be close codperation between the 
medical profession and the publie in the fur- 
theranee of prenatal care. Lay organizations 
are necessary to induce the public to demand 
good medical eare during pregnancy. More and 
better maternity hospitals are needed to provide 
modern facilities for childbirth for women who 
have had adequate prenatal care.’’ 


CAUSES AND PREVENTION OF MATERNAL MORTALITY 


Morris’* in a long, painstaking article, goes 
into the causes and prevention of maternal mor- 
tality in Australia. In reading the article one 
is struck by the similarity of the problems that 
Australia is facing with ours here in this coun- 
try. He first presents some statistics showing 
the maternal mortality rates in Australia, then 
compares the Australian statistics with those in 
other countries, using the same statisties that 
have been used in this country. He then takes 
up the general causes of maternal mortality, 
the character of the care bestowed upon the 
mother, the unsatisfactory part that the mid- 
wife plays, and he shows that the Midwives Act 
has not, in his opinion, brought about the dim- 
inution of deaths from sepsis as it was expected 
to do. 

He takes up in turn the following subjects 
which have a distinet bearing on maternal mor- 
tality: abortion and miscarriage, venereal dis- 
ease, constitutional diseases, the employment of 
women, and insanitary conditions. He then 
goes into a prolonged and careful study of puer- 
peral septic infection, the causes and prevention. 
He then takes up the deaths from puerperal 
albuminuria, difficult labor and puerperal hem- 
orrhage. 

In studying the prevention of maternal mor- 
tality, Morris states that no one cause ean be 
singled out as the determining factor in the 
production of maternal mortality. He regards 
the problem as extremely complex and it is only 
by eontrolling all the factors and directing them 
into beneficial channels that we shall eventually 
attain the objective aimed at—the prevention of 
all preventable deaths and injuries. 

_ He then goes on and pleads for an improve- 
ment of the care bestowed upon the mother, and 
states that the obvious defects in this care are 
not so much due to the lack of skill on the part 
of the medical practitioners, but rather to the 
latter not thoroughly and effectively utilizing 
the skill and knowledge which they possess. He 
urges an improvement in the teaching of obstet- 
ries and a far wider clinical experience. He 
urges that the education of the public is one of 
the several means to the end in view, and will 
involve the codperation of governments, health 
departments, medical and nursing professions. 
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Morris states that educational efforts can not be 
expected to produce immediate results, and he 
urges that these educational efforts be broad in 
conception, individual in incidence, and pro- 
longed and persistent in time. He states that 
the public mind will remain in the present dis- 
interested state until it is compelled to realize 
that much of the present morbidity and mortal- 
ity is not only preventable but also is worth 
preventing. When the public is convinced upon 
these points, it will soon demand redress. The 
question will enter the arena of practical poli- 
ties, financial and other difficulties will be sur- 
mounted and eventually, Morris states, we shall 
have a midwifery service fitted for its task, the 
safeguarding of the health and wellbeing of 
mothers. 


MATERNAL MORTALITY 


Woodbury" has brought into available form 
much material from many countries that has a 
bearing on the study of maternal mortality. In 
this study he takes up in turn the definition and 
measurement of puerperal mortality, the deaths 
from puerperal causes in the United States, 
showing the margin of error that is present, the 
pathological causes of puerperal mortality, 
studying the primary causes and then the con- 
tributory caus2s, factors in puerperal mortality, 
the stage of pregnancy, stillbirths, complications 
of pregnaney or confinement, obstetrical opera- 
tions, the time from childbirth to the death of 
the mother, the age of the mother and the order 
of birth, the earnings of the father, the color and 
the nationality of the mother, and the condi- 
tions in the urban and rural districts. 

In the pages covered by the heading ‘‘Trend 
of Puerperal Mortality in the United States,’’ 
Woodbury states that the figures presented with 
their analysis show that there is a strong pre- 
sumption that the mortality from puerperal sep- 
ticemia has actually decreased throughout the 
period from 1900 to 1920, while that from other 
puerperal causes has remained approximately 
the same. 

In the chapter on the comparison of the mater- 
nal mortality in the United States and certain 
foreign countries, occur the figures that have 
given rise to so much bitter debate on the value 
of such statisties. Woodbury shows in this chap- 
ter how these mortality rates vary in the com- 
piling from corresponding rates in our own coun- 
try, and the significance of the differences of 
these rates. He makes it perfectly clear that 
there is a decided difference in the compiling of 
these rates, but when it is known wherein the 
differences are, the comparability of these rates 
is justifiable. 

Woodbury then takes up the preventability of 
puerperal mortality, going fully into puerperal 
septicemia and other puerperal causes. In the 
matter of prevention of puerperal mortality, he 


covers the question of protective legislation, 
which ineludes (1) the regulation of obstetrical 
practice, (2) the licensing of public and private 
hospitals and maternity hospitals, (3) social hy- 
giene legislation and the control of venereal dis- 
eases, (4) reportability of puerperal septicemia. 
He gives tables on the provisions for maternity 
care in the United States, the proportion of phy- 
sicians to the populations in urban and rural 
areas, the number of midwives authorized to 
practice and the percentage of births attended 
by midwives. In the question of governmental! 
responsibility, Woodbury shows what measures 
have been taken to provide adequate maternity 
care in this country and in other countries. 

He ends his article by the frank statement 
that in many points in his paper the inadequacy 
of information is evident, stating that statisties 
of puerperal mortality are not available for the 
whole country but only for the death registration 
area, and even for this area they are subject to 
qualification and interpretation. He shows clear- 
ly in what group information is lacking, and 
states that only when such data are available 
will it be possible to judge aceurately the nature 
of the problems of puerperal mortality and mor- 
hidity and the best methods of reducing them to 
a minimum. 

The pamphlet is a clear statement and analy- 
sis of the statistics which are now available in 
various forms in this country, brought together 
and impartially studied. There is no question 
but that any set of statisties such as these are 
can be interpreted differently according to the 
person who interprets them, but it seems to the 
reviewer that Dr. Woodbury has placed before 
the country a wealth of material in a most avail- 
able form that will do much to help the entire 
situation. 

The end of the pamphlet is taken up with ap- 
pendices and general tables. In Appendix A are 
the rules for the classification of puerperal 
causes of death in use by the Bureau of the 
Census; B shows tables on birth registration; 
C, tables on the registration and laws regarding 
stillbirths; D, on the comparability of maternal 
mortality rates in the United States and certain 
foreign countries ; FE, a summary of the laws and 
regulations governing midwives in the United 
States; F, concerning midwives in certain for- 
eign countries; and finally, there is a very com- 
plete index of the entire pamphlet. 

Single copies of this publication may be ob- 
tained free upon application to the Children’s 
Bureau, and to those physicians who are inter- 
ested in the study of maternal mortality it will 
prove a most valuable document. 


STANDARDS OF PRENATAL CARE 


The Children’s Bureau'® recently pub- 
lished an outline of Standards of Prenatal Care 
for the use of physicians. The pamphlet states 
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that all pregnant women should be under medi- 

eal supervision during their entire pregnancy, 
for it is only by eareful routine prenatal care 
‘hat pregnancy and labor can be made safer. 

The Standards are in the form of an outline, 
which takes up the patient’s past history, the 
-haraeter of her previous pregnancies and labors 
and her present pregnancy. The outline then 
advises the physician to proceed to a physical 
examination, the schedule of which ealls for a 
complete physical examination, including a 
vaginal examination, pelvic measurements, tlie 
taking of a blood for the Wassermann reaction, 
and urinalysis. If a pregnancy is determined 
the outline advises the routine to be followed in 
the giving of minute instructions to the patient 
in the hygiene of pregnancy. 

The pamphlet is accompanied by a form of 
pregnaney record which it is suggested for all 
physicians to use in their private work. These 
forms may be obtained from the Superintendent 
of Documents, the Government Printing Office, 
at five dollars a thousand. Physicians may ob- 
tain a copy of the Standards by writing to the 
Children’s Bureau at Washington. 

The bulletin covers the essential points in pre- 
natal care which all physicians should be called 
upon to give their patients, and if all physicians 
followed the outline of these Standards unques- 
tionably there would be a marked improvement 
in the obstetrical work that is done throughout 
the country. 


MATERNAL MORTALITY IN MASSACHUSETTS 


In a short paper the physicians’® of the Divi- 
sion of Hygiene of the Massachusetts Depart- 
ment of Publie Health give the results of 
analysis of 984 deaths in the puerperal state 
which oeenrred in Massachusetts during 1922 
and 1923 among women six months or more 
pregnant from causes immediately related to 
pregnaney or childbirth. The tables presented 
give some interesting information on the causes 
of death of these patients. 

One interesting table shows that of the pa- 
tients delivered in hospitals, one-half of them 
were rushed in as emergency cases after serious 
compleations had arisen. A table also shows 
that of the 204 Caesarean sections performed, 

*} of them were done as an emergency measure. 

In the table of the causes of death, puerperal 
infection accounted for 223 deaths, toxemia for 
217, and hemorrhage for 129. These three causes 
of death which to a great extent are preventable 
are responsible for 58% of these deaths. Of the 
deaths analyzed, which total nearly 1,000, there 
were only 35 autopsies, showing clearly the need 
of autopsies in obstetrical work. The prenatal 
eare that these patients had is shown in a table, 
and it is evident from this table that there is no 
adequate prenatal care in 89% of the cases. 

This paper is one of a series of papers that 
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the Division of Hygiene is publishing on the 

eauses of maternal mortality in Massachusetts. 

It makes clear how much the State has yet to do 

in the improvement of obstetrical practice. 
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TROPICAL MEDICINE IN PORTO RICO 


It was an auspicious day for Porto Rico 
when, last month, the School of Tropical Medi- 
cine of the university was dedicated at San 
Juan. It must also have been a great day for 
Dr. Bailey K. Ashford, the American Army 
doetor, who has done so much to relieve the 
peasants of the hookworm sickness, of which a 
thousand of them were dying monthly till he 
discovered the cause of their anemia. Dr. Ash- 
ford beeames Clinical Professor of Tropical 
Medicine. The head of the school is Dr. Robert 
A. Lambert of the Rockefeller Foundation in 
Brazil. It is now sixteen years since an appro- 
priation was made by the Government of Porto 
Rieo for the study and prevention of transmis- 
sible diseases. Ten years later the Legislature 
created the Institute of Tropical Medicine and 
Ilvgiene. At the dedication exercises Governor 
Towner said: 

From these beginnings has come the present 
organization of the School of Tropical Medicine, 
under the joint auspices of Columbia Univer- 
sity and our own University of Porto Rico, en- 
larged, strengthened, and in a new and beauti- 
ful home. We have practically eliminated 
smallpox and vellow fever and other diseases of 
the most deadly character, but we must extend 
the work of extermination until we are rid of 
the blight and curse of uncinariasis, malaria 


and all the others-—New York Times. 
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DR. HUGH CABOT WITHDRAWS FROM 
EDITORSHIP 


Readers of the Case Records of the Massa- 
chusetts General Hospital will learn with re- 
gret of the retirement of Dr. Hugh Cabot from 
coeditorship of the series. For several years 
after becoming Professor of Surgery and later 
Dean of the Faculty of Medicine at Ann Arbor 
he generously carried a troublesome responsi- 
bility in the Case Records, in fine loyalty to a 
work in which he and his brother had codperated 
since 1909. It is natural that he should find it 
impossible to continue to give time to rather 
taxing work so detached from his own direct In- 
terests. In fact we have been fortunate in re- 
cent years to have even a small number of his 
brilliant and keenly reasoned discussions. In 
his own interest we must accept his retirement ; 
but we accept it as an irreparable loss to the 
Case Records. 


CASE 12431 


DYSPNEA AND SWOLLEN LEGS; 
CAUSE? 


Mepicat DEPARTMENT 


An lLtalian farmer sixty-seven years old en- 
tered July 28. 

For nine weeks he had been unable to work 
because of swelling of the legs and weakness. 
He had felt ‘‘sick’’, had got out of breath easily 
and had been awakened at night with attacks of 
orthopnea which forced him to sit up. His best 
weight was 160 pounds, his weight before the 


__-present illness 150, his present weight 175. 


Ilis family history was good. 

His past history was negative. This was the 
first time he had ever gone to bed ill. He had 
had very rare sore throats. He urinated once 
or twice at night. He did not understand or 
speak English well, but the history was _ be- 
Veved to be fairly reliable. 

Examination showed a_ rather undernour- 
ished Italian with evanotie lips and _ nose, 
breathing heavily. Teeth decayed. Marked 
pyorrhea. Moist rales at the left base. Maxi- 
mal apex impulse of the heart visible in the 
sixth spaee 11 centimeters from midsternum, 


corresponding to the left border of dullness. 
The midelavicular line was 7.5 centimeters from 
midsternum, In pereussion of the right border 
two changes in resonance were noted, one at 
eight centimeters and one at four. Supra- 
eardiae du!liness 7.5 centimeters. A loud blow. 
ing systolie murmur masked the first sound 
over the entire precordia. At the first right 
interspace and along the left sternal border was 
an early biowing diastolie murmur, very loud, 
transmitted down to the apex of the heart. At 
the base there was also heard a loud rumbling 
(diastolic murmur, not so prominent as the high 
pitehed early diastolic. Blood pressure 155/65- 
165/60-142/38. The abdomen showed fullness 
and dullness in the flanks with fluid wave. 
There was marked edema of the penis, some of 
the serotum, pitting edema of the shins and 
over the back and sacrum. The pupils, knee- 
jerks and ankle-jerks were normal. 

The amount of urine was 32 to 50 ounces, 
cloudy at two of six examinations, dark at one, 
alkaline at one, specifie gravity 1.015 to 1.025, 
no albumin or sugar, rare leucocytes at three 
of six sediment examinations. Renal function 
August 5 5 per cent., August 7 30 per cent. 
Blood examination showed 8,000 leucocytes, 58 
per cent. polymorphonuclears, 4,390,000 to 
9.432,000 reds, hemoglobin 75 to 85 per cent. 
Non-protein nitrogen 47 milligrams. Two Was- 
sermanns strongly positive. 

The temperature was 96.8° at admission, af- 
terwards 97.3° to 99.7°. The pulse was 111 at 
admission, afterwards 70 to 92. The respira- 
tion was not remarkable except for one rise to 
32 August 6. 

Orders. July 28, digifolin grains six and 
digitalis grains three immediately, then digital- 
is grains three three times a day. Limit fluids 
to forty ounces. Soft solid diet. Morphia 
grain one-sixth s.c., repeat once if necessary for 
sleeplessness. (Not given.) August 1, potas- 
sium iodide ten drops t.i.d. Corrosive chloride 
of mereury tablet* three times a day. Digitalis 
ene and a half grains a day. 


By July 30 the patient was already looking 
better on rest and digitalis and was getting a 
diuresis. By August 6 there was more diuresis. 
His weight dropped to 134. August 27 he was 
discharged. 

After leaving the hospital he remained in 
bed or sat up in a chair practically all the time. 
After October he was not able to leave the 
house because of weakness of the legs and short- 
ness of breath on the verv slightest exertion. 
Ile did not sleep well. His feet were slightly 
swollen from the time of discharge. After the 
middle of January his legs were quite badly 
swollen and he had slight tenderness in the 
right upper quadrant. At the time of his re- 


*Corrosive chloride of mercury one-sixteenth of a grain, ex- 
tract of Heorice one grain; make one hundred tablets. 
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mission his legs were so weak that he cou! 
oot stand. 

January 18 he reentered the hospital. 

(yn examination he was cyanotic, dyspne.e 
sod ill. Cervieal, axillary and inguinal glans 
ve size of beans. Dullness at the right bose 
-11 moist rales at both bases. Heart sounds of 
oir quality. Apex impulse in the sixth space 
‘hirteen centimeters from midsternum, coincid- 
poy with the left border of dullness. Right bor- 
jer four eentimeters. Supraecardiac dullness 
centimeters. A loud harsh systolic murnnur 
at the seeond right interspace, with a loud mid- 
Jiastolie transmitted to the neck; also a loud 
diastolie and presystolie of about the same piteh 
and time at the apex. Electrocardiogram 
showed normal rhythm, rate 90, P-R interval 
22 second, diphasie Ts wave, small complexes 
throughout. Radials markedly palpable, tem- 
porals and brachials tortuous, Blood pressure 
160/60 to 130/60 to 140/40. Abdomen full. 
Liver edge 3 centimeters down, slightly tender. 
Edema of the abdominal wall. Shifting dull- 
ness in both flanks. Edema of penis and sero- 
tum and in the saeral region; marked pitting 
edema of the legs and feet. 

Amount of urine 20 to 45 ounces, cloudy at 
one of eleven examinations, bile stained at one, 
alkaline at two, specifie gravity 1.020 to 1.030, 
the slightest possible trace to a very slight trace 
of albumin at five examinations, bile at one, one 
to four leneoevtes at five of eleven sediment 
examinations. Blood examination showed 6,200 
to 21.200 leuneoeytes, 71 per cent. polymorpho- 
nuclears, hemoglobin 78 to 75 per cent., 
4.224.000 to 6.400.000 reds, moderate achromia. 
Non-protein nitrogen 42 milligrams. Wasser- 
mann negative. 

Dr. Paul D. White said in consultation, 
‘*Prognosis bad no matter what the treatment. 
sed, digitalis, mereury and potassium iodide.”’ 

Dy January 20 the edema was largely gone. 
There was little other improvement however. 
January 25 he was put on the dangerous list. 
The following day he was irrational, trying to 
get out of bed. He made a little improvement 
toward the end of February, but by the middle 
of Mareh was much worse. Mareh 31 he de- 
veloped a pulmonary infection and died. 


Discussion 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


Prima facie, this is the history of a cardiac 
case of the degenerative type in an elderly man. 
lie begins with edema of the legs, then dyspnea, 
and finally orthopnea, and above all he gains 
weight, which probably means edema. I should 
say that it would be very strange if this case 
‘turned out to be anything other than a cardiac 


or a renal case, just from what these first lines 
vive us. 


NOTES ON THE PHYSICAL EXAMINATION 


1. The heart is displaced downward at least 
one space. The meaning of the lateral measure- 
ment depends on how big a man he is. It might 
be normal. But the midelavieular line was 
seven and a half centimeters from midsternum, 
so that the left heart border was three and a 
half outside the midelavicular line. This case 
shows an unusually careful pereussion. Any- 
body who pereusses carefully will notice shades 
of difference with a ‘‘dull’’ area. Ordinarily 
we put down the limits of ove or another tone 
and let it go at that, because most of us know 
that eardiae pereussion is not of much use any- 
way. Seven and a half centimeters supracar- 
diae dullness, if we take it seriously, is slightly 
increased. This is the sort of ease where it 
would be likely to be slightly increased, so I 
am willing to take it, though I should not pay 
much attention to it if we had only pereussion 
to go by. 

2. We have abundant.evidence here of aortie 
regurgitation, in the first place in the murmur 
characteristic in time and place, in the second 
place in a pulse pressure of over 100, which 
goes with a free aortie regurgitation. We cer- 
tainly shall be very much surprised if we are 
wrong, after two such reliable physical signs, 
in saving this man has a leaky aortie valve. 

3. What other eardiae lesions he may have I 
cannot say. Although a diastolic murmur 
backed up by pulse pressure is one of the most 
reliable signs we have in diagnosis, the systolic 
murmur is one of the most unreliable. It might 
mean aortie stenosis. It is not likely to mean 
that beeause of the large pulse pressure, a large 
pulse being generally excluded by aortie steno- 
sis. It might mean a rough, dilated, selerotie 
aortic arch. That is the commonest explanation 
for such a systolic murmur. It might mean a 
relative regurgitation through a loose mitral 
valve. I do not think we ean explain it. 

4. We have then a clear reason for this 
man’s edema and dyspnea, and the ease is eclear- 
ly a eardiae case, as I guessed in the beginning. 
He has ascites and anasarea, which aecounts for 
his inerease in weight. 

5. There is no fixation of urinary gravity at 
a low point. The non-protein nitrogen is es- 
sentially normal. There is no reason that I see 
to doubt that these are normal kidneys. I said 
at the outset that this was either a heart or a 
kidney ease. T do not think it is a kidney case. 

6. It is a normal blood. There is nothing 
here of any importance. It is merely a routine 
examination of the blood, showing what we 
should exnect it to show and nothing else. 

‘“lwo Wassermanns strongly positive’’ links 


itself with the disease we have already suspect- 
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ed at the aortic valve, and makes us think that 
the cause of the aortic regurgitation is syphil- 
itie aortitis. 

7. There is no fever. 

8. Corrosive chloride of mereury was given 
presumably for the syphilis which they thought 
he had. 

9. Forty pounds of weight has run out of 
his kidneys and bowels. That is the best thing 
that could possibly happen to him. It is a strik- 
ing diuresis. 

10. He stayed here a month, got a good ef- 
fect from the treatment, and he went out. 

(What this abdominal tenderness meant I 
have no idea.) 

We did the best we could for him in the sum- 
mer, patched him up. He went out, kept quiet, 
but in spite of that the whole thing came back 
again and he returned within six months. 

11. I do not for a moment believe that these 
glands have come since he was here before. Of 
course there are beans and beans. A Boston 
baked bean and a good-sized lima bean are dif- 
ferent things. The question is, what kind of 
bean is meant. I suppose they thought they 
were good sized, too large to be normal. 
should say a gland the size of a Boston baked 
bean is often normal. | 

12. The fluid in his chest is presumably part 
of his general cropsy. 

13. If this second physical examination 1s 
to be taken literally, then his first heart sound 
has come back, which is queer. He had none 
before. But my guess is that somebody else 
listened. I never knew a first sound to come 
back under these conditions. If it is gone it is 
usually gone for good. The left border of dull- 
ness is two centimeters further out than it was 
before. 

14. The examination is essentially the same 
as before except that there is a_presystolie. 
Since the time of Austin Flint a_ presvstolie 
murmur at the apex has been noted often in 
eases of aortic reeurgitation, even thongh the 
mitral valve was believed to be sound. and has 
received the name ‘“‘Flint murmur’’. That 
would be the guess T should make here in the 
absence of any rheumatic historv or of any 
other signs pointing to the mitral valve. 

15. *T do not see that the electrocardiogram 
tells us anything we did not know before. 

16. There was a marked increase of pulse 
pressure, corresponding to the Corrigan pulse 
and jumping arteries that we expect with aortic 
regurgitation. 

17. The urine is again negative, I should 
say. I do not think that anything wrong will 
be found in his kidneys. 

18. The count of six and a half million reds 
was probably due to eyanosis. I doubt the mod- 
erate achromia. Tt may be true, but T do not 
see why we should have it. 


19. This time the Wassermann was negative. 
He has received treatment, presumably, that 
made it negative. 


DIFFERENTIAL DIAGNOSIS 


I think the notes at the end of the history 
are a little sketchy. He was two months in the 
hospital, and we know very little about him. 
Ile is said to have had a pulmonary infection. 
| do no! think that makes any difference in our 
main diagnosis. I do not see how we ean have 
any doubts of the main trouble: syphilitic aorti. 
tis, with retraction of the curtains of the valve. 
So that he has (1) syphilitie aortitis; (2) hy- 
pertrophy and dilatation of the heart; result- 
ing from that (3) general passive congestion; 
resulting from that (4) dropsy of the legs, belly, 
chest; and death. 

This is ‘the main cause of death certainly. 
What else? His kidneys I have already said 
will be found sound. His liver will be found 
congested. His lungs will be found congested, 
with perhaps something more, because they say 
he had a pulmonary infection at the end, 
whether pneumonia or bronchitis we are not 
told. 

Will he show any evidence of syphilis other 
than in his aorta?’ He has shown none in life. 
It is very common to have syphilis confined, so 
far as the pathologist can see, to the aortie arch. 
| believe that will be the case here. 

Wil! there be anything wrong with the mitral 
valve? I do not think so, beyond the enlarge- 
ment that goes with hypertrophy and dilata- 
tion. The presystolie murmur was of the 
‘*Flint’’ type. Aortie stenosis? I think not. 

This is the sort of case in which the coronary 
arteries quite often get narrowed at their 
mouths by the syphilitie process in the aorta, 
and so we get myocardial sears or lesions of 
myocarditis. It is perfectly possible that he has 
them, impossible to say so. We can therefore 
say it is a probable finding, but we cannot say 
more. 

This is the lesion that produces aneurysm. 
Has he any evidence of aneurysm? I eannot 
see that he has. We have no X-ray. I do not 
know any reason to suppose that he has anen- 
rvsm, but we should like to have X-ray to ex- 
elude aneurysm, because it is so common in this 
disease. It would he strange if in two admis- 
sions for two months each they had not found 
it out. So T am going to sav he did not have 
aneurysm. 

The brain was not examined, so we will not 
speculate about it. as we never shall know. 

A Prrystetan: This man would be entitled to 
have angina pectoris. wouldn’t he? 

Dr Carnor: Yes. It is just the sort of case 
in which it occurs. But they did not favor us 
by saying anything about it, so T don’t think 
we can Say so. 
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A Puystctan: Is the high red eount due to 
‘nereased red cell production ? 

Dr. Casot: No; I think it is stasis at th: 
periphery. If we take a drop of blood from 
someone who is eyanosed we get an acute in- 
crease of red cells. If that goes on we get a 
permanent inerease due to marrow growth. Dr. 
Mallory, did Dr. Richardson look at the mar- 
row? 

Dr. Tracy B. Matiory: No. 

Dr. Casot: So we do not know whether he 
had a compensatory hypertrophy of the mar- 
row. I do not believe he had. 

A Puysictan: Was the spinal cord exam- 
ined ? 

Dr. Casor: I think not. I think it would 
have been negative, but we have no record. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Syphilitie heart disease. 
Myocardial insufficiency (congestive failure). 


DR. RICHARD C. CABOT’S DIAGNOSIS 
Syphilitie aortitis. 
Ilypertrophy and dilatation of the heart. 
General passive congestion. 


ANATOMICAL DIAGNOSIS 


put 


Primary fatal lesion 
Luetie aortitis. 
2. Secondary or terminal lesions 


Arteriosclerosis. 
Hypertrophy and dilatation of the heart. 
Chronie passive congestion, genera!. 


Historical 


Chronie pleuritis. 
(‘holelithiasis. 
(hronie perisplenitis. 


Dr. MAtiory: The necropsy in this case was 
done between two and three months after death, 
so that Dr. Richardson was not able to deter- 
mine some things. but it is nevertheless surpris- 
ing how well the gross features are often pre- 
served during a long period of refrigeration. 

The head was not examined. 

The peritoneal cavity showed about 500 enbic 
centimeters of thin brownish fluid. The peri- 
toneal surfaces were negative. 

The liver was at the costal border. The dia- 
phragm on the right was at the level of the 
fifth rib. on the left at the sixth interspace. 

'n each pleural cavity there was considerable 
brownish fluid. The trachea and bronchi con- 
tained considerable frothy fluid. The lungs 
were negative except for chronic passive conges- 
rion. 


The pericardium was negative. The heart 


CABOT CASE RECORDS 


873 


weighed 570 grams and was much enlarged. 
The myocardium was apparently of good con- 
sistence and color. The right ventricle wall 
measured 3.5 millimeters, the ‘left 15  milli- 
meters. All the cavities of the heart showed 
considerable dilatation. The columnae carneae 
were somewhat flattened in the left ventricle. 
There were no thrombi. The valve cireumfer- 
ences were mitral 11 centimeters, aortic 8 centi- 
meters, tricuspid 13.5 centimeters, pulmonary 9 
centimeters. The mitral curtain showed short, 
slender fibrocaleareous columnar masses ex- 
tending along beneath the surface which, other 
than for the slight irregularities produced by 
these impinging masses, was negative. These 
changes were considered to be arteriosclerotic in 
type. There was but little deformity of the 
valve. The aortic cusps showed fibrocaleareous 
plaques in the region of their bases, and in the 
region of their contiguous margins they were 
bound down by fibrous bands extending down 
from the aorta. There was some fibrosis of the 
cusps -elsewhere, and the process bound the 
cusps down and decreased their widths to some 
extent. The other valves were negative. The 
coronaries were free and capacious. The ori- 
fices of the coronaries were slightly decreased 
by a process in the aorta to be described. The 
aorta was ecapacious. The ascending thoracic 
circumference measured 10-12 centimeters, the 
descending thoracie 8 centimeters, the abdom- 
inal portion 7 centimeters. The aorta showed 
very extensive fibrous and _fibrocaleareous 
changes along its entire course, but most pro- 
nounced in the ascending thoracic region. In 
this region the wall generally was rather thin, 
and changes were so marked as to be pipe-stem 
in character, and this portion of the tube stood 
out like a large calcified trachea. On cross see- 
tion there were places which resembled more 
or less the changes consequent to syphilitic 
aortitis. The great branches were capacious, 
but showed only a slight amount of fibrous 
sclerosis. The pulmonary artery, veins, venae 
eavae and the portal vein and radicles were 
negative. Microscopie examination confirmed 
the diagnosis of luetic aortitis. 

The gall-bladder contained about fifteen small 
greenish stones, but the mucosa was negative. 

The liver, spleen and kidneys showed chronic 
passive congestion, but otherwise were negative. 

The adrenals, bladder and genital organs 
were negative. 

Dr. Canor: We omitted to say anything 
about the chronic perisplenitis. We also failed 
to get the gall-stones, of which there were n> 
symptoms, and we did not get the chronic pleur- 
itis. Otherwise the diagnosis was correct. 


IT am interested in the chronic perisplenitis, 
because for years I have been noticing how 
often syphilitic eases show chronic perisplenitis. 
But I have never been able to get pathologists 


| 


874 


CABOT CASE RECORDS 


Boston M. & S. Journa; 


to say that it means anything, that it is, like 
chronic orchitis, a relic of syphilis. But I can- 
not help thinking that the percentage of peris 
plenitis with syphilis is more than a coincidence 

Did the pulmonary infection show up at nee- 
ropsy ? 

Dr. Not at all. 

Dr. Cavot: Of course gall-stones we are con- 
stantly finding in cases that have no symptoms. 
It is the greatest mistake to consider gall-stones 
a disease, unless they stir up trouble. Most 
people have gall-stones, just as they have 
wrinkles or gray hair, and it does not hurt them. 


CASE 12482 


A CASE OF GIANT CELL TUMOR 
TREATED BY RADIATION 


ROENTGENOLOGICAL DEPARTMENT 


An unmarried Irish clerk twenty-five years 
old entered the hospital May 21. For the past 
year she had had pain just below the right knee 
for which she had been under treatment by a 
local physician without relief. The day before 
admission she fell and had severe pain in the 
right knee. After this she was unable to walk. 

Examination showed a fairly well developed 
and nourished woman entirely normal except 
for a blowing systolic murmur at the third and 
fourth left interspaces, exquisite tenderness on 
the upper end of the right tibia on pressure or 
motion and some increase in the size of the tibia 
just below the knee. No swelling or edema was 
made out. 

There is no record of the urine except that 
the amount was normal. Blood examination 
showed 11,400 leucocytes, 64 per cent. polymor- 
phonuelears, 6 per cent. eosinophils, hemoglobin 
80 per cent., 4,540,000 reds. Wassermann neg- 
ative. 

X-ray examination showed a_ pathological 
fracture through the head of the right tibia. 
The upper end of this bone showed a pathologi- 
eal process which was characteristic of some 
destruction. There was no evidence of prolif- 
eration. There was a coarse trabeculated ap- 
pearance in this portion of the bone and some 
thickening of the cortex. The process extended 
to the joint line but apparently did not invade 
the joint. The pathological fracture extended 
through this area, with a break in the contour 
of the inner side of the bone. The findings 
suggested a benign giant cell tumor with patho- 
logical fracture. No kidney outlines were visi- 
ble on either side. There were no shadows sug- 
gesting stone. Plates of the other lone bones 
and the skull failed to show anv definite evi- 
dence of disease. Those of the pelvis were nega- 
tive exeept for slight irregularity in outline 
just above the acetabulum on both sides. The 
spine and chest showed no evidence of disease 
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of the bone. There was an area of increase! 
density in the left lower chest and some nav- 
rowing of the intercostal spaces on this side. 
The diaphragm was high and slightly irregular 
in outline. The plan for treatment adopted was 
short wave X-ray therapy, using two fields, on» 
front and one back, each 15 by 15 centimeters 
Two-thirds of an erythema dose was to be given 
to each field in one sitting. 

A moulded plaster posterior splint was ap- 
plied from the groin to the toes. The patient 
was comfortable. June 13 the first X-ray treat- 
ment was given. She showed no Roentgen sick- 
ness after it. June 20 the surgeons decided 
that as X-ray treatment might absorb the bone 
the patient must be in traetion for a while. She 
was comfortable in the traction and afebrile. 
July 7 X-ray showed the pathological fracture 
through the tumor at the upper end of the 
tibia. There was also definite callus formation 
visible in the anteroposterior view. July 18 the 
traction apparatus was removed and a east ap- 
plied to the groin. July 19 X-ray was taken in 
the anteroposterior view. The position ap- 
peared excellent. In the lateral view there was 
a little posterior bowing of the tibia. July 1° 
she was discharged. 

August 4 she returned to the X-ray Depart- 
ment with the east on. The cast was removed. 
A plate of the knee showed very little change. 
There was no skin reaction. She was given 
short wave therapy, two-thirds of an erythema 
dose to two areas as before. August 10 she re- 
ported that she had had no definite reaction fol- 
lowing the treatment. Another X-ray treat- 
ment was given, completing the series. She was 
told to return in three months for observation. 

September 22 she reported in good health, 
with no complaints and no pains. There had 
been no reaction following the treatment, and 
she was somewhat discouraged. Comparison of 
X-rays taken on this day with previous films 
showed very definite improvement. There had 
been considerable deposition of new bone since 
the last examination. She was sent to the Out- 
Patient Department to obtain some sort of sup- 
porting splint. <A light plaster cast was ap- 
plied. 

October 20 she returned. The cast was split, 
X-ray of the upper tibia taken, and the cast 
was reapplied by means of a bandage. Novem- 
ber 10 she returned, still wearing the split cas‘. 
There had been some improvement of the con- 
dition as shown by X-ray. The first of another 
short wave series of X-ray treatments was given 
to the posterior surface of the leg, and Novem- 
ber 17 one to the anterior surface. There was 
very little pain in the region of the injury, and 
she got about fairly well. She was advised to 
continue wearing the removable cast and to re- 
port in two months. 

January 5 she came to the Emergency Ward 
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vecause of a fall. Examination of the plates 
-oken failed to show any definite evidence of 
‘vaeture, The density of the bone in the in- 
-olved area had definitely increased, but ap. 
oarently was not filled in. No further treat- 


sent was advised. She was told to report at 


> 


filling of cavity with new bone. No further 
X-ray treatment was advised. A Thomas walk- 
ing splint was fitted. 

May 25 the patient was seen at a clinic at 
another hospital. The surgeon in charge re- 
ported that she was doing very well. X-ray 


‘ 
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PLATE I. Taken July 14, 1925. The upper end of the right tibia shows a pathological process characteristic of some 
struction, There is no evidence of proliferation. There is a coarse trabeculated appearance in this portion of the bone, and 


sve thickening of the cortex. The process extends to the joint line, but apparently does not invade the joint. A pathological 
‘lure extends through this area, with a break in the contour of the inner side of the bone. The findings suggest a benign 


sant cell tumor with pathological fracture. 


‘ce Tumor Clinie for observation, but did not. 


™ port. 

March 16 she came still wearing the brace on 
‘e leg. Since the removal of the cast she had 
~omplained of a little pain and tenderness over 
‘’e internal condyle of the right femur. A 
‘ate of the knee showed definite improvemen‘ 
*s compared with previous films, evinced by 2 


examination at the hospital mentioned showed 
apparent slight increase in bone production. An 
appointment was given the patient to report 
here in two months. 

August 24 she reported, very much improved. 
The bone was now nearly normal in density, as 
shown by X-ray. (See Plate II.) She was able 
to walk and use her leg with practically no dis- 


‘ 
a> 
°¢ 
~ ‘ 
‘ 
Pee! 
> 


876 


CABOT CASE RECORDS 


Boston M. & 8. Journal 
October 28, 1926 


comfort. The skin over the area treated showed 
no variation from the normal. September 8 she 
was advised to keep on the splint when walking 
outside and for long trips, but was told she 
might remove it while indoors. 


D1scUSSION 
BY GEORGE W. HOLMES, M.D. 


The thing that we are interested in is the 
knee. I won’t attempt to discuss the blowing 
systolic murmur. 7 

Dr. Capor: I cannot tell whether it means 
anything. In the majority of cases it would be 
negative. This sounds a little like an acute per- 
iostitis or osteomyelitis which might cause an 
acute endocarditis. But my guess is that it 
means nothing. 

Dr. Houtmes: An interesting point in the 
history is that she had trouble with her knee 


PLATE II. Taken August 24, 1926. Comparison with previ- 
ous films shows very definite improvement. There has been con- 
siderable deposition of bone since the last examination. 
for some time before she got the injury, and 
that a comparatively slight injury brought on 
very acute symptoms. 

I presume this is a normal blood. 

Dr. Casor: I am not used to the term ‘‘ path- 
ological fracture’’. I thought all fractures 
were pathological. 

Dr. Hotmes: I suppose it is not a very good 
term. What we mean is that there is a patho- 
logical condition besides the fracture. 

Dr. Canor: Can you see that? Does it look 
differently when it is due to injury? 

Dr. Hotmes: The fracture is due to injury 
and would look like any injury. But besides 
- there is some abnormal condition in the 

one, 


Dr. Canor: It is a pathological condition 
and also a fracture. 


Dr. Hotmes: Yes. 


' Dr. Epwarp L. Youna, Jr.: I think the term 
is pretty generally used and _ understood 
throughout the country. 

Dr. Casor: There are a great many poor 
terms used throughout the country. 

Dr. Hotmes: That the process did not in- 
vade the joint is an important statement. In 
addition to the knee we examined other parts 
of the body looking for evidence of disease, 
particularly to rule out a metastatic form of 
malignant tumor. 

The first plate is not taken in the usual posi- 
tion in which we take chest plates. This pa- 
tient was not able to stand, and we were not 
able to take it at seven feet distance, so that 
this heart shadow is considerably magnified, It 
is also different in shape from the usual plate. 
The area of increased density is seen from the 
left border of the heart to the axillary margin. 
The increase is very slight and might be due to 
any condition which prevented complete aera- 
tion of the lower lobe of that side. If she were 
holding herself rigid it might do that. It is also 
possible that the breast overlaps more on this 
side than on the other. And it is also possible 
that she has some change in the pleura on that 
side which would cause limited expansion. 
Pleural thickening of itself does not show, but 
it does prevent expansion of the lung under it, 
and in that way does show. We are not able to 
say anything about the heart in this plate. 

The plate taken in July is one of the early 
plates. This is the area in which the lesion is 
located and shows some things which are rather 
characteristic of giant cell tumor. First, it, 1s 
in the diaphysis or end of the long bone and in- 
volves the epiphysis. Most of the other types 
of bone tumors are found in the shaft and 
rarely extend into the epiphyses. Then there is 
a definite bulging of the whole bone. Its diame- 
ter is increased both in the anteroposterior and 
in the lateral view, so that it must be a tumor 
which arises in the medulla and which has 
pushed the cortex outward. The malignant 
bone tumors very rarely do this. They destroy 
the cortex and invade the soft tissue instead of 
bulging the bone. 

Malignant tumor of the medullary type 
which resembles giant cell tumor does not pro- 
duce bulging. The other forms of malignant 
tumors, and by far the most common, start from 
the periphery of the bone and show radiatine 
lines of new bone extending out into the soft 
tissue. The metastatic tumors may start in the 
medullary portion and may destroy the bone, 


‘but they rarely bulge the bone. Practically the 


only metastatic tumor which does bulge the 
bone is hypernephroma, but that more often 
goes through into the soft tissues. 

All the examinations of other bones were 
negative. That would almost rule out a metas- 
tatie lesion. So that we have it down to 4 
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primary lesion at least, and a medullary type of 
primary lesion. 

Of course it might not be a tumor. It might 
any destructive process in the bone, like 
osteomyelitis or tuberculosis of the bone, or a 


simple eyst. Osteomyelitis as a rule is not so 
eircumseribed. It produces new bone. This is 
almost wholly a destructive lesion. Osteomye- 


liitis would have involved the periosteum, and 
i} would have extended down the shaft more. 
The clinieal history also would practically rule 
that out. Tuberculosis in this region would cer- 
tainly involve the joint. We never see a case 
of tubereulosis with such an amount of bone 
destruetion so close to the joint that does not 
invade the joint. Osteomyelitis would also in- 
vade the joint. All the medullary tumors do 
this thing. They come up to but they very 
rarely invade the joint. In this case there is 
no soft tissue tumor present, which is against 
its being malignant tumor. 

I hope Dr. Mallory will say something about 
eyst in his discussion. There is a considerable 
difference of opinion as to just what constitutes 
a cyst. Some say they are burned out giant 
cel! tumors. I have some evidence in another 
ease pointing that way. They may be some 
stage of a giant cell tumor. By X-ray we ex- 
pect to find a eyst in a patient under twenty, 
before the epiphyses have united. We very sel- 
dom see a true eyst, what we call a true cyst, 
after that age. The eysts are usually in the 
shaft of the bone. They do not tend to bulge 
the bone, but extend along the shaft, and ther 
are not trabeeulated. The X-ray appearances 
of giant cell tumors are: (1) A single lesion 
located in the epiphysis and diaphysis of the 
bone. (2) It bulges the bone and does not break 
through the cortex. (3) There is no accompany- 
ing soft-tissue tumor. (4) It is trabeeulated and 
often extends into tuberosities and processes of 
bone, as this one does. With any other tumor 
I doubt if we ever get it extended out into 
processes and tuberosities. 

The plan of treatment: At the Memorial 
Hospital in New York satisfactory results have 
been reported in the treatment of this type of 
tumor with radiation in various forms. We 
have treated probably a dozen eases in this clin- 
ie. Radiation was considered in this case, also 
some form of surgery. These tumors do not get 
well by simply fracturing them, as a cyst would. 

The patient was seen in consultation with a 
‘urgeon. His opinion was that amputation of 
‘he leg would be the best thing to do if he did 
onything. The shell of bone was so thin that 
he would be obliged to go into the joint. The 
hest he could expect would be a stiff knee and 2 
very much shortened leg. The question was 
whether she would not get a better result by 
amputation and an artificial limb. For that 


reason we thought we would try radiation in 
‘he hope of eure. The disadvantage of radia-, 


tion is that it takes a long time, that patients 
have to be incapacitated for a year, and then 
there is the possibility that the treatment will 
be unsuccessful. If the patient is a wage- 
earner time would have to be considered. 


It was decided to give this patient X-ray 
treatment and at the same time to use some sort 
of supporting apparatus. It is essential to keep 
the leg supported by some sort of orthopedie 
apparatus, otherwise we get a mushrooming of 
vas whole area and the result would be a stiff 

She had radiation, high voltage, applied in 
three different series at intervals of about a 
month, and then no treatment up to the present 
time. At no time was the dose large enough to 
produce any injury to the skin. I think that is 
a very important point in the treatment of be- 
nign lesions. We do not know what will happen 
to the skin that has been treated if the patient 
lives long enough. If we treat a person with 2 
benign lesion and produce tumors of the skin, 
fifteen years afterwards he may have a serious 
lesion. Therefore I think it is important to 
keep well below a dose that would cause any 
change in the skin whatever, and it is perfectly 
possible to do so if we use a short wave type of 
radiation. 

At first she got worse, and that is what we 
expect. The first reaction of this tumor is to get 
decidedly worse. The trabeculations disappear, 
the shell becomes thinner, and if the leg is not 
properly supported that is the time when we 
get a mushrooming and resulting deformity. 
Then too there is a slight bulging of the bone. 
We do not know what takes place. Then it be- 
gins to get well: new bone forms slowly in the 
lesion. In the fourth plate it is quite obvious 
that there has been a good deal of new bone.’ 
There has been a corresponding clinical im- 
provement in the patient. She is walking with- 
out any support, feels perfectly well, and has 
almost complete motion of her leg. We think 
that she will probably continue to improve and 
to form new bone, and we can almost count this 
a eure, 

There is one thing to be considered, and that 
is that she had a fracture. Some of these 
tumors get well with a fracture alone, and we 
do not know how much influence the fracture 
had on the result. 

Dr. Youna: Have you treated others of the 
same type with radiation? 

Dr. Houmes: Yes. We have got practically 
the same results. We do not always get as good 
functional results. Most of the cases we have 
treated have been in the spine and pelvis, where 
surgery was impossible. 

Dr. Youna: If it were a case where surgery 
could be done safely, would you advise that in 
place of radiation? 
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Dr. Hotmes: Yes, I would, because the re- 
sults are much quicker. 

Dr. Youna: Would you use radiation in ad- 
dition ? 

Dr. Hotmes: I think I should not, because 
they usually get well with surgery alone. 

Dr. Cauor: I was interested in your last re- 
marks about the therapeutic results of the frac- 
ture. It seems to make it less accurate than 
ever to call it ‘‘pathological’’. 

Dr. Youna: I thought that if there was ac- 
tive tumor formation the fracture did not gen- 
erally cure. 

Dr. Hotmes: It is not a common thing. 
Some of them get decidedly worse after a frac- 
ture. I really think that the radiation is the 
cause of getting better. But one might easily 
bring up that argument. 

Dr. Matitory: I do not think I can add 
much to what Dr. Holmes has said about giant 
cell tumors, except to describe the histology. 
They commonly oceur near the heads of bones 
and close to the epiphyses. Also a histologically 
identical tumor is very common on the jaw, 
ordinarily called epulis. It is a much debated 
point as to whether these two tumors are ne¢o- 
plasms. Some pathologists think they are; 
many others think they are not. I think espe- 
cially in Boston the opinion is against their 
being neoplasms. Very similar processes are 
found along tendon sheaths, along bursae, and 
the entire picture can be explained on the basis 
of chronic inflammation. Histologically we find 
very numerous foreign-body cells and many en- 
dothelial leucocytes. Very often we can actual- 
ly trace the formation of the giant cells by the 
fusion of these leucocytes. In contrast to that, 
in the malignant osteogenic sarcomas, where we 
also have giant cells, they are an entirely dif- 
ferent type. Instead of being formed by the 
fusion of a number of separate cells, they are 
formed within themselves by multiple mitoses, 
and we ean often find a cell which is dividing 
into six or eight; sometimes as high as fifteen to 
twenty mitoses within a single cell are seen. 
Histologically typical specimens of the two 
types ofegiant cells are usually distinct and 
characteristic, but individual cells in any tumor 
may be difficult to classify. 

On the other hand, that does not always help 
in making a diagnosis of a tumor microscopieal- 
ly, beeause any process in bone which leads to 
bone destruction will stimulate the appearance 
of foreign body giant cells. So that even the 
osteogenic sarcomas will also have this type of 
giant cell with or without the other. 

But these benign giant cell tumors never have 
‘he true tumor cell with multiple mitoses. 

As Dr. Holmes said. eases have been known 
which have healed after fracture. and other 
cases have healed following a simple incision. 
Cnurettage is very effective. and radiation 
vears to be. Tt rather suggests that the process 
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of rarefaction of the bone is due to pressure 
from within the shaft. These tumors alway; 
develop in the interior of the bone, not on the 
surface, and we know that bone is very easi!y 
eroded by pressure, and quite frequently th» 
relief of pressure will result in the clearing up 
of the process. As the lesion begins to heal, the 
tissue becomes less characteristically granulo- 
matous and the foreign body cells gradually dis. 
appear. We get formation of dense bands of 
fibrous tissue and often the appearance of cysts 
surrounded by connective tissue, and the final 
healing may be complete or may be a cyst at 
the site of the original tumor. 

Dr. Casor: What do you think is the best 
name for these things? 

Dr. Matuiory: I should certainly not call 
them sarcomas, because sarcoma means malig- 
nant tumor, and there is nothing in these tu- 
mors that suggests any other type of sarcoma 
that we know. I think it is quite fair to call 
them benign giant cell tumors, because that is 
not necessarily a neoplasm. 


DIAGNOSIS 
Giant cell tumor of the upper end of the 
tibia, with fracture. 


CASE 12433 


HEMATURIA HERE AS ALWAYS 
IMPORTANT 


SURGICAL DEPARTMENT 


Irish-American’ salesman thirty-seven 
years old entered August 30 through the Emer- 
gency Ward. The chief complaints were hema- 
turia and frequency. Eight months before ad- 
mission while he was playing billiards he had 
a severe ‘‘stitch’’ in his back. He bent over 
with pain and could not straighten up for twen- 
ty minutes. At the same time he noticed that 
the last few drops of urine at micturition were 
bloody. Ile had several of these sudden cramp- 
like attacks of pain, especially during the month 
of August. Two and a half months before ad- 
mission he began to notice clots of blood in the 
urine, and at the same time had a desire to urin- 
ate frequently and had burning micturition. A 
month before admission his micturition was 
every two hours at night and every hour or two 
during the day. 

Reeords of the Out-Patient Department Aug- 
ust 12 show that he eame to the Emergency 
Ward the previous night because he could no* 
pass urine. An attempt at cystoscopy tha! 
night was unsuccessful because of bleeding. 
The following day cystoscopy was done. He 
was referred to the wards. 

He gave a past history of gonorrhea fourteen 
years before admission, and an attack of influ- 
enza lasting three days. 

His family history showed that his father died 
of ‘‘stroke’’ and his mother of ‘‘dropsy’’. 
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ixamination showed a well nourished man. 
Shere were many decayed teeth, and pyorrhea. 
‘he second heart sound was so faint at the apex 
nat:the question of murmur could not be de. 


oded. The heart and pulses showed no other 
The condition of the arteries 
ot recorded. The blood pressure was 125/7)). 


The lungs were normal. The abdomen was very 
onder on deep palpation of the urinary blad- 
There was a possible mass. 

The urine before operation was normal in 
amount, speeifie gravity 1.018, alkaline, a trace 
of albumin, six to eight red blood corpuscles per 
high power field. The blood is not recorded. 
The non-protein nitrogen was 39 milligrams per 
100 cubie centimeters of plasma. A renal fune- 
tion test gave the appearance time at seventeen 
minutes; in two hours 35 per cent. A Wasser- 
mann test was negative. 

September 1 cystoscopy was done, and Sep- 
tember 3 operation. Two days later the patient 
was in fair condition. The pain was controlled 
with morphia. The distinet possibility of in- 
flammatory edema about the ureters as a sequel 
was now only a secondary consideration. The 
bladder was fairly clean with borie irrigations. 
There was very little blood. Although the 
wound did surprisingly well the patient steadily 
lost ground, did not eat, and September 14 died. 


ager. 


Discussion 
BY EDWARD L. YOUNG, JR., M.D. 

Two faets here, taken together, are somewhat 
contradietory as we consider them. In the first 
place terminal hematuria practically always 
means the shutting down of the bladder wall 
on the souree of trouble in the bladder, as an 
uleer or papilloma, so that the urine, at first 
clear, is at the finish bloody. TI have once only 
known of a terminal hematuria which was un- 
questioned, where the souree was in the kidney, 
but onee is enough to prove that it can come 
from there. The second fact is the stitch in the 
back, whieh was very severe. That suggests 
kidney, either stone as a possible cause of that 
bleeding, or a elot trying to-eseape. It might 
mean obstruction of the ureter from something 
in the bladder. 

This was eight months ago, and I think that 
if any of us had a hematuria we should look for 
'-!) in a hurry, with what we know of the pos- 
“hilites of danger. That is, even at thirty-seven 
serious in considerably more than fifty per 
“st. of the eases. So far as we have any story, 
-- did not report until he came in here. 

course bladder symptoms ‘do not help us 

ul in localizing urinary diffieulty, because a 

‘ney condition alone will cause reflex blad- 

“r symptoms. 

The renal function is lower than we should 
sect to find in a perfectly healthy adult male. 
“| not low enough to mean anything at all sug- 

tive, 


What are the possibilites? A man of thirty- 
seven with attacks of cramp-like pain in the 
back and hematuria, which are the only things 
definitely given us. The hematuria is apparent- 
ly intermittent, at times very severe, because he 
passes clots. We are told that it is terminal 
onee. The attacks of pain do however suggest 
a possible source of trouble there. But the im- 
portant thing, as with all cases of hematuria, is 
that it is serious. The chance of its being papil- 
loma of the bladder, or more important still, 
carcinoma of the bladder or stone, tuberculosis 
or neoplasm of the kidney, is so great that hema- 
turia should always be investigated. As we say 
so often here, bleeding from any orifice of the 
body, if the cause is not absolutely known, 
should be investigated. 

The findings of the cystoscopy of course are 
not told us because they would give the story 
away. On the theory of chances [ should put 
bladder tumor first and any of the other things 
I have mentioned second. The cystocopy done 
August 12 should have meant tumor. because 
the bleeding was so profuse that they eould not 
see anything, and that can generally result only 
where the source of bleeding is in the bladder. 


CYSTOSCOPY AUGUST 12 


Showed a large sloughing neoplasm on the 
left side of the bladder neck from twelve o’clock 
to six o’elock. The extent was not made out, 
but the right wall, the fundus and the base were 
apparently normal. 


FurtTHer Discussion 


This report suggests malignancy. 

The question of treatment: The only thing 
for a mass as extensive as that is operation, and 
depending on the condition actually found it 
will depend on whether or not an attempt at ex- 
cision, an attempt at diathermy, or the im- 
plantation of a heavy dose of radium would be 
the course followed. Of course the cystoscopy 
does not always give the exact location or ex- 
tent, but it gives near enough to say that there 
is nothing to do except through a bladder open- 
ing. 


DR. YOUNG'S PRE-OPERATIVE DIAGNOSIS 
Tumor of the bladder, perhaps malignant. 


PRE-OPERATIVE DIAGNOSIS 
Tumor of the bladder. 
CYSTOSCOPY SEPTEMBER 1 


By means of a constant flow of water calcified 
encrusted tumors both of the roof and the base 
of the bladder were seen. These were evidently 
papillomata. Open operation and diathermy in- 
dicated. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Carcinoma of the bladder. 


| 
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PRE-OPERATIVE DIAGNOSIS 


Carcinoma of the bladder. 


OPERATION 


Gas-ether. Through a suprapubic cystostomy 
incision a large malignant growth of the blad- 
der was easily palpated extending from the re- 
gion of the trigone on the left side of the blad- 
der wall, crossing the fundus of the bladder and 
extending midway down the right wall. As 
much as possible of the growth was removed 
from the wall of the bladder; then elect rocoagu- 
lation was used and the bladder closed in the 
usual manner. 


of cure is almost nil, and the chance of helping 
him was taken in the form deseribed. The jus- 
tification for it is the extreme suffering that 
most of these patients have if they die of the 
growth in the pelvis. 

I think the questions of importance to us for 
Dr. Mallory to settle are: (1) The question of 
the blocking of the ureters either by the near- 
ness of the growth previous to the operation, or 
from the edema following the operation. (2) 
The question whether or not the diathermy had 
done more damage than was recognized and 
there was sepsis, either retroperitoneal or in the 
peritoneum. These are the two things to con- 


sider as causes of death. 


PLATE I. Epidermoid carcinoma of the bladder. 
Dr. Tracy B. 
Photograph by Louis M. Adams. 


PATHOLOGICAL REPORT 


A mass of necrotic tissue. Microscopie exam- 
ination shows squamous cell carcinoma. 


FurtHEerR Discussion 


I think one of the most discouraging forms of 
malignant disease is carcinoma of the bladder. 
A very large pereentage of cases of carcinoma 
of the bladder die of carcinoma with the opera- 
tion doing very little good. Life is sometimes 
prolonged, and a few cases have been cured. 

This is a very massive growth. The chance 


A Puysictan: Was an X-ray taken in this 
case ? 

Dr. Younc: No. They apparently got all 
the information they needed with the cysto- 
scopy. 

Hematuria coming on out of a clear sky in 4 
man of this age is either papilloma or carcinoms 
in a very high percentage of cases, and here 1 
is carcinoma. Of course the cystoscopy showed 
a tumor and the operation showed it to be mal- 
ignant. 

A Puysician: 
pain in his back? 


What was the cause of the 


* 
* 
& 
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‘ition of the ureters, as influenced by the 
before operation,* because from the | 
on it may have shut off that kidney 
ne before 


DTAGNOSIS (FROM RECORD 
noma of the bladder. 

ostatic pneumonia, 
ration. fulguration of earecinoma of the | 


bladder. 


JSABOT CASE 


That is the reason I asked about | : 


‘ECORDS SAl 


great mass of 
‘tumor was left entirely unchanged. 
The man was very well developed and nour- 
ied. There was no emaciation, and yet he had 
wut the most extensive metastases in the lungs 
at | have ever seen in any ease. 
lL have a picture of the tumor in the bladder. 
Plate 1.) There is not only the main portion 
f the tumor, which has been ent in half—this is 
| longitudinal section through it,—but there are 


also numerous implantation metastases on the 


opposite side of the bladder wall, The other 


Pilate [1) is a picture of the lungs, giving some 
idea of the metastases. 


PLATE Il. 


Metastatic carcinoma of the lungs. 


De. Tracy Matwvory. 


Photograph by 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


‘‘arcinoma of the bladder. 


ANATOMIC DIAGNOSES 


dermoid carcinoma of the bladder. 
tustases to lungs, liver, spleen, kidneys, 


panereas, intestines and various lymph 
nodes. 
choleeystitis, 


Matcory: <A very striking thing about 
ise pathologically was the enormous siz? 

original tumor and the tremendous ex- 
of the metastases, which were apparently 
iv unexpected. The tumor of the bladder 
mass measuring fifteen by twelve by eight 
ueters, and of course the cautery had just 


M. Adame. 


The specimen will show it even better. Prae- 
tically everywhere there was a rim of tumor 
nodules from two to five centimeters thick ex- 
tending the entire way around the periphery of 
both lungs. The only spot in which any normal 
parenchyma was to be seen was in an area about 
five to ten centimeters square. In addition to 
that he had metastases in all the other viscera, 
including the intestinal traet. The Peyer’s 
plaques were enlarged and ulcerated and looked 
almost like the uleerations of typhoid fever ex- 
cept that it was the ones at the jejunal end 
chiefly that were enlarged, rather than the ones 
down toward the ileocecal valve. 

Microscopical sections of the case showed 
metastases everywhere, large and small. I al- 
most think that if one could have centrifuged 


specimens of his blood it would have shown can- 


| 
| 
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cer cells in the terminal stages. There was 
hardly a point throughout the body where we 
did not find metastases, and yet there was no 
general loss of weight, probably because of the 
rapid course of the disease. : 

Dr. Youne: Clinically we have always con- 
sidered it true with carcinoma of thie bladder 
that metastases were relatively late. Could this 
be true from the pathological point of view? 

Dr. Matuory: I believe it is considered so. 
This was evidently a very rapidly growing tum- 
or from the start. The symptoms are all of 
relatively short duration and the primary 
tumor unusually large. 

Dr. Youna: Fad it invaded the bladder as 
the so-called leather-bottle stomach is invaded 
by carcinoma? There is one other case that I 
have seen that I eystoseoped two or three 
months before death, that had apparently noth- 
ing in the bladder, yet at necropsy it was iIn- 
filtrated with carcinoma and there were metas- 
tases all through the body, to a less extent than 
this but seattered everywhere. I wondered if 
there was a growth analogous to that called the 
leather-bottle stomach. 

Dr. Mattory: In this case it was more a 
papillomatous type of growth with a little in- 
filtration of the wall but no extension through 
it, no local extensions in the pelvis. 

Dr. Youne: As you saw that tumor in the 
bladder thirteen days after fulguration, if you 
had not known what had happened would you 
have known it was eauterized ? 

Dr. I think T should have sus- 
pected it because the surface was so grayish and 
there was still coagulation on the surface. But 
it had just touched the surface. 

Dr. Canor: Would this operation have been 
prevented had they found these metastases? 

Dr. Youna: T think so. 

A Prystc1an: Could you tell how long it 
took to develop, or did vou find any other metas- 
tases in any other part of the body? 

Dr. Youne: T do not think we ean tell how 
long. Dr. Mallory says it was a rapidly grow- 
ing tumor, but I don’t think that tells us in 
davs or weeks. 

Dr. Matrory: No. T should be quite certain 
from the appearance that those metastases are 
of weeks’ duration. That is certainly not a 


post-operative growth. It must date well back 
before the operation. 


WHEN THE MIDDLE CLASSES ARE ILL 


At the annual convention of the American Hospital 
Association at Atlantic City came up the topic—the 
severe economic strain which sickness imposes on 
the American family of limited means. Tradition 
and pride deter it from resorting to free hospital 
treatment. The problem has been aggravated in re- 
cent years by the rise of the small apartment. It ‘s 
not only expensive for the white-collar worker to be 
ill in his own home, but it entails discomfort. on both 


patient and family when the number of rooms ir, 
an apartment has been reduced to a minimum. 

There is implied here a criticism of the economic. 
of private hospital management. Because of the 
aforesaid pride and tradition, the middle class wil: 
continue to insist on paying its way with the doctors 
But there seems no valid reason why paid hospita: 
service should come higher than the paid service: 
of the family physician in former days. -In every 
sphere where centralization has established itselr, 
notably of course in industry, the process has been 
accompanied by lower costs in the product. A pri- 
vate hospital need not be run as a charitable institu- 
tion in order to supply adequate service at a cost 
comparable with the private physician’s fees. 

A second criticism is implicit in the suggestion 
that “physicians codperate by eliminating all unneces- 
sary laboratory tests which are expensive.” Where 
once the family physician made his diagnosis with 
stethoscope and elementary internal tests, there is 
now an elaborate precess of examination by X-ray, 
accompanied by possibly half a dozen tests for vari- 
ous bodily functions. This makes, no doubt, for more 
precise knowledge and more intelligent treatment, 
but Atlantic City hints that perhaps in a good many 


cases the thing is being overdone.—The New York 
Times. 


RESEARCH ON SURGICAL SUPPLIES 


According to Dr. E. R. Weidlein, Director, Mellon 
Institute of Industrial Research, University of Pitts- 
burgh, a manufacturer of surgical supplies has estab- 
lished at the Institute a fellowship that will study 
the exact requirements of surgeons and other medi- 
cal specialists in the way of sundries, with the joint 
aim of developing new supplies that are needed and 
of standardizing the products now in use. An inves- 
tigation will also be made of the processes of reno- 
vating used supplies, and several other industrial 
fellowships of the Institute will coéperate in devising 
satisfactory procedures. 

Dr. Frederic H. Slayton (M.D., Rush Medical Col- 
lege) will be in direct charge of this comprehensive 
research. The fellowship will be operated in a totally 
unbiased and independent manner, in accordance 
with the Mellon Institute system, and all its investi- 
gations will be conducted primarily for the benefit 
of the public. It is the plan to report the results in 
appropriate periodicals as the various phases of the 
studies are concluded. 

In carrying on this work, Dr. Slayton and the In- 
stitute’s executive staff invite the concurrence of all 
interested organizations. They are especially desir- 
ous of securing the close collaboration of hospitai 
executives and of members of the medical profession. 


MILBANK FUND AIDS NEW HEALTH MOVE 


A model $250,000 health center will be opened at 
325 East Thirty-eighth Street, in November, by tlc 
Milbank Memorial Fund, established twenty years 
ago by the late Elizabeth Milbank Anderson. The 
fund is spending $2,000,000 for the promotion of pul 
lic health work, according to an announcement r-- 
cently by John A. Kingsbury, secretary. 

In the building, a five-story brick structure, wi!! 
be tuberculosis, social hygiene, dental and infant we!- 
fare clinics, which will be-maintained by the New 
York City Department of Health. The headquarter. 
of the Community Health Council also will be there. 
Similar health projects are being promoted by th: 
Milbank Memorial Fund in the city of Syracuse an: 
in rural Cattaraugus County. 

Appropriations during 1925 brought the total o! 
the Milbank Fund’s philanthropic grants since ii: 
establishment to $3,954,529.49. Of a total of $525,854.15 
pledge’ during the year, $325,000 was granted for use 


in continuing the New York health demonstrations.—- 
New York Times. 
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THE DEVELOPMENT OF MENTAL } 
HYGIENE 


THE science of mental hygiene is one of the 
relatively recent fruits of the growth of medi- 
cine. Treadway, in Public Health Bulletin No. 
/48, on ‘‘Mental Hygiene with Special Refer- 
ence to the Migration of People,’’ defines its pur- 
pose as, first, the adoption of measures seeking 
‘0 prevent the development of such behavior on 
the part of individuals as would eventually 
‘ring them into social conflicts of one kind or 
another, and, second, the reclamation of those 
who beeause of mental disease or mental de- 
«ct have become maladjusted to their social en- 
\ironment. 

Mental hygiene has grown into an indepen- 
ven branch of psychology only within the past 
''teen or twenty years. Treadway, in the above 
‘onograph, traces its development and describes 

~ purpose in the social evolution of man. Pre- 
ous to the year 1388, relief of the poor, the 

pless and the insane was a matter of hit or 
_ oS charity on the part of the upper classes. 
i} that year the English government passed a 
sgulation distinguishing between able-bodied 

‘gabonds and the helpless poor, and assigning 
portion of the church revenues for the relief 


of the latter. A few monasteries and almshouses 
gave relief to the needy, but it was not until 
the middle of the sixteenth century that any 
sort of specialized care for the insane was forth- 
coming. At that time the Bethlehem Hospitai 
was utilized for this purpose; the condition pre- 
vailing there gave rise to the word ‘‘bedlam’’ 
as a term synonymous with pandemonium. 

In early Colonial days, the insane were con- 
fined in almshouses together with the destitute, 
vagabonds and those afflicted with communi- 
cable diseases. Probably the first public alms- 
house in America was built in 1660 in Boston. 

For a long time the almshouse, or workhouse, 
as it was often called, was the sole place of ref- 
uge for the insane. In 1409, a hospital for the 
mentally disordered had been built at Valencia, 
in Spain. By 1792 only fifteen such institutions 
existed in the world. In America, the provin- 
cial assembly of Pennsylvania in 1751 passed an 
act of incorporation for an institution which 
would provide not only for the relief of per- 
sons suffering from general diseases but also 
for those ‘‘distempered in mind and deprived 
ef their rational faculties.’’ Virginia was the 
first colony to establish a hospital exclusively 
devoted to the treatment and: care of the men- 
tally diseased; it was opened in September, 
1775. In 1797 the New York Hospital began to 
receive insane patients. During the second dec- 
ade of the nineteenth century several other in- 
sane hospitals were opened, among them the 
MeLean Asylum for the Insane, a branch of 
the Massachusetts General Hospital (1818). 
From that time on every decade saw numerous 
new asylums opened for the reception of the 
insane. In 1791, at the Hospital Bicetre, Dr. 
Pinel had demonstrated the feasibility of treat- 
ing insane patients without subjecting them to 
the restraint of shackles; in 1844 the first issue 
of the American Journal of [nsanity appeared; 
in 1845 was held the first meeting of a society 
known later as the American Psychiatrie Asso- 
ciation. All of these factors were concerned in 
in bringing about in this country a much en- 
lightened view of the care of the insane,—a 
very different one from that prevailing pre- 
vious to 1775. when the insane department of 
the Hospital of St. Mary of Bethlehem in Lon- 
don was used as a publie show, admission being 
elarged to see the actions of the inmates. 

Coincident with the establishment of insane 
asylums in this country, there came a recogni- 
tion of the bad effects of committing youthful of- 
fenders to jail and workhouses in which con- 
firmed criminals and vagabonds were confined. 
In 1825, New York City provided a separate in- 
stitution for the reformation of juvenile offend- 
evs, and Philadelphia and Boston followed suit. 
In Massachusetts a state visiting agency was 
established in 1869; the policy of putting youth- 
fvl offenders on probation was an important 


ss4 


item in the treatment of such cases. In 1911 


ine Massachusetts Legislature recognized the 
‘defective delinquent’’ group and provided for 
the removal of such individuals from certain 
public institutions. Juvenile courts were estab- 
ished in various states, and Massachtisetts pro- 
vided that all persons accused of murder im 
first or seeond degree should be eXxam- 
ined by representatives of the department of 
wental diseases. Gradually the public—-or 1ts 
more enlightened portion—has come to regard 
crime as the result of social unfitness, to he 
dealt with by edueational rather than by retri- 
butive measures. 

The American Association for the Study of 
the Feeble-minded has classified the feeble-mind- 
ced as (1) idiots, (2) imbeciles, (3) morons, 
according to the degree of mental development. 
The problem of the mental hygienist is to ar- 
range for the early detection of these cases, 
iargely through the behavior of children in 
school, and in part through getting such cases 
when they are brought into court for misde- 
meanors. Each case is to be subjected to that 
process of edueation which will serve best to 
make the individual self supporting and not a 
source of danger to his community. Some will 
require segregation in institutions; others, at- 
ter a period of training may be let out on parole ; 
still others may need only special attention in 
classes for backward children, or the removal 
of physicial or environmental obstacles, to be- 
come happy and useful citizens. The fact that 


there are some 500,000 feeble-minded persons in 


tle United States shows the magnitude of the 
problem. and its importance to our future wel- 
fare. 


PUBLIC HEALTH LAW 


Onty nine of the forty-eight States have in 
their constitutions specifie provisions pertaining 
to public health, according to James A. Tobey, 
lecturer on Public Health Law in the Massa- 
chusetts Institute of Technology. a summary of 
whose lecture has appeared in the Washington 
““United States Daily.’’ These nine States are 
California, Delaware, Florida, Louisiana, Okla- 
homa, South Carolina, Texas, Washington and 
Wyoming. In all these States except Texas, 
specific provision is made for a board of health, 
in Texas the creation of such a board being per- 
missive and not mandatory. 

Specifie mention of publie health in a State 
constitution is not necessary, however, in order 
to give the State power over this important 
function of government, for the duty of caring 
for the health of its people is part of the police 
power of the State. a power possessed before 
ihe National Government was formed. 

Of these fine constitutions the State board of 
health is the subject of provisions in those of 
California, Delaware, Florida, Louisiana, Okla- 
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homa, Texas, and Washington; county or par- 
ish boards are dealt with in those of Florida anc 
Louisiana, and local boards of health are dealt 
With in the constitutions of Delaware. Louis 
jana and South Carolina. The practice of medi 
cine is the subject of provisions in the constitu 
tions of Leuisiana, ‘Texas and Washington. 


SELF PURIFICATION OF OYSTERS 

THe JouRNAL has, within the year (March 
18), published an editorial based on investiga- 
tion by William tl. Park and Charles W. Krum- 
wiede concerning the efficacy of chlorination of 
contaminated oysters in freeing them from pol- 
lution. Results were unsatisfactory, indicating 
that the only way to keep oysters free from 
B. typhoses was to grow them in uncontamin- 
ated waters. | 

Dr. Krumwiede has continued his investiga- 
tions and has recently summarized them in the 
New York City Health Department Weekly 
Bulletin (September 18, 1926). In these ex- 
periments oysters were kept under natural con- 
ditions in oyster beds. Oysters contaminated 
with typhoid bacilli feces were returned to their 
natural waters during May and early June and 
were found to have freed themselves from the 
bacilli in a maximum of sixteen days. The via- 
bility of B. typhoses in sea water from the same 
area was tested under laboratory conditions and 
could be recovered till the nineteenth day but 
not on the twenty-fourth. ; 

Another experiment showed the seasonal dif. 
ference in the rate of self purification of oysters, 
for contaminated oysters returned to their beds 
and tested during December and January—the 
hibernating period—ceontained the bacilli up to 
the’ fifty-first day, when the last batch of oysters 
was used. Therefore. although hibernation may 
lessen contamination from without heeause of 
the lessened amount of water ‘‘drunk’’ by the 
oyster. contamination during hibernation is es- 
pecially dangerous because it lasts so muel 
‘onger. 


SMALLPOX IN RIO DE JANEIRO 


A REPORT recently received at the U. S. P. H. 
Service conveys the information that of 1908 
cases of smallpox in Rio De Janeiro in the pe. 
riod from Jan. 1 to August 14, 945 died. This 
shows that the virulence of this disease is as 
active as ever in some epidemics. Massachu- 
setts should be thankful for the measure of pro- 
tection now afforded by our law and move for- 
ward in eliminating smallpox as a hazard to life. 

If we do not succeed next winter in making 
vaccination compulsory for private school pu- 
pils. the medical profession must bear part of 
the blame. If full understanding of the prob- 


lem is acquired by the people the legislature wil! 
be obliged to enact the bill which will be pre- 
sented. 


‘ 
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THIS WEEK’S ISSUE. 
STAINS articles by the following authors: 


Cook. Jounx, S.D.; M.D. Harvard Mediea! 
~ oo) 1918. Assistant in Obstetries, Harvard 
eal School; Assistant Visiting Physician to 

Onit-Patient Department, Boston Lying-in 
liospital and Surgeon to Ont-Patients Free 
for Women. Ilis subject is Misear- 
Its Causes. Diagnosis and Treatment.” 
Pooe S43. Address: 24 Marlborough St., Bos 


Ton. 


kurz, G. W.. M.D. Harvard Medical Sehoo! 
Isvl. Member of Boston Medical Library ; New 
York Aeademy of Medicine; American Phys- 
iological Society; Formerly Assistant Professor 
of Physiology and Hygiene, Harvard Univer- 
sity. His subject is ‘‘A Climeal Study of Mus- 
cular Cramp: Physiological Cure.’’ Page 
Address: Peconic, Suffolk Co.. N. Y. 


Weits, Davin W., M.D. Boston University 
School of Medicine 1897. F.A.C.S. Professor 
(Emeritus) of Ophthalmology, Boston Univer- 
sity School of Medicine; Ophthalmie Surgeon 
(Emeritus) Massachusetts Homeopathic Hos- 
pital; Oculist Newton Hospital. His subject is 
“Why We Use ‘Drops’ in Fitting Glasses.’’ 
Page 857. Address: Hotel Westminster, Bos- 
ton. 


livner, Epwarp G. Detailed Reeord on Page 
291, No. 6, Vol. 195. Continued article on 
“The Control of Communicable Diseases Preva- 
lent in Massachusetts.’’ Page 859. Address: 
War Dept... Washington. D. C. 


DeNormManpiz, Roperr L.. A.B.; M.D. Har- 
vard Medieal School 1902. F.A.C.S.; Instructor 
in Obstetries, Harvard Medieal Sehool; Assist- 
ant Visiting Obstetrician, Boston Lying-in Hos- 
pital: Obstetrician, Mass. Women’s Hospital: 
Consultant to Waltham Hospital, Newton Ilos- 
pital and N. E. Hospital for Women and Chil- 
dren. He presents the article ‘‘ Progress in Ob- 
stetries.”’ Page 862. Address: 355 Marlbor- 
St., Boston. 


MISCELLANY 


ETHER DAY 


“THER Day was celebrated this year at the 
~sachusetts General Hospital on October 18 
»s'cad of Oetober 16. During the morning sur- 
4) operations were scheduled in the amphi- 
tre after which the staff and visitors gath- 
“| in the renovated Ether Dome. With Dr. 
orge W. W. Brewster as presiding officer, 
rress in the various departments of the hos- 
/'al was reported by the Chiefs of Services. 
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Aver, respective chiefs of the West Surgical 
and Neurological Services, spoke of the newly 
opened surgical research and neurological ward 
in the remodelled Bulfinch Building. Dr. 
Traey B. Mallory, who has recently assumed 
his position as Pathologist, promised improved | 
coéperation between the Pathological and Bae- 
teriological and the clinical departments which 
will be rendered much more effective by the in- 
stitution of the resident system. Dr. James H. 
Means told of the inereased facilities of the 
Medieal Service, both for the care of patients 
and for research, and described the new meth- 
ods of teaching medical students now in vogue. 
Fourth vear students now act as integral parts 
of the Services. and in addition have two morn- 
ings a week In the Out Patient Department. 

Dr. Nathaniel Allison mentioned the im- 
proved service that the Orthopedic Department 
is rendering due to a more rapid turnover of 
patients, and commented on the benefit that will 
be gained by hetter pathological study of pa- 
tients. Dr. Francis M. Rackemann reported on 
the Out Patient Department, with particular 
reference to the new system of visiting two days 
a week, and the inauguration of the appoint- 
ment system for patients. 

Luncheon was served as usual in the brick 
corridor. In the afternoon the usual custom of 
a formal program was departed from, and in 
its place was an informal tea with a general in- 
spection of the hospital by the visitors. 

The annual dinner of the Massachusetts Gen- 
eral Hospital House Pupils’ Alumni Associa- 
tion was held at the Union Club, Boston, in the 
evening. 

The following officers were elected: 


President—Dr. John W. Bartol. 

Ist Vice President—Dr. F. J. Cotton. 
2nd Vice President—Dr. J. M. T. Finney. 
Srd Viee President—Dr. E. G. Brackett. 
Secretary-Treasurer—Dr. C. E. Wells. 


The after-dinner speakers were Mr. George 
Wigglesworth, Chairman of the Board of Trus- 
tees, who spoke on the present needs and future 
plans of the hospital, and Dr. George H. Bige- 
low, State Commissioner of Health, who spoke 
on the Cancer Problem in Massachusetts. 


CORRECTION 


On page 830 in our issue of October 21 under 
the heading ‘‘The Resignation of Dr. Lester H. 
Iloward’’ the statement appears that certain 
¢roups of cattle owners have been distinctly 
polite. The word polite is not correct. The er 
ror was made by the stenographer. The state- 


ment should read certain groups of cattle own- 
ers have been distinetly hostile. 
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THE AWARDING OF THE HENRY J. 
BIGELOW MEDAL 


Tue Boston Surgical Society will confer the 
lienry J. Bigelow Medal to Dr. Rudolph Matas 
of New Orleans on November 1, 1926. The intro- 
duciion will be made by Dr. C. A. Porter, Presi- 
dent of the Society, and Dr. Harvey Cushing 
will present the medal. Dr. Matas will deliver 
an address on ‘‘The Spirit and Art of Surgery.”’ 


RECENT DEATHS 


DODGE—Dkr. Artiur Matcotm Dopér, former an- 
esthetist of Boston, died at his home in Hampton 
Falls, N. H., October 17, 1926, aged 64. 

Dr. Dodge was born at Hampton Falls, N. H., July 
19, 1862, and had his education at the local schools 
and at Harvard Medical School, where he received 
his M.D., in 1899. He served as house officer at St. 
Elizabeth’s Hospital, and began practice in Boston, 
soon moving to Newton Center. Of late years he had 
given exclusive attention to anesthesia, being a mem- 
ber of the Associated Anesthetists of the United 
States and Canada, and maintaining an office in Bos- 
ton. Failing health caused his removal to his birth- 
place in New Hampshire, this last year. 


UPHAM — Dr. Samuet Rice Upnam died at his 
home in Claremont, N. H., October 11, 1926. 

He was born in the town October 9, 1861, the son 
of James Phineas and Elizabeth Rice Upham. He 
attended school at the Military Academy in Gran- 
ville, N. Y., and was graduated from the Medical De- 
partment of the University of Vermont in 1888. He 
then studied at the College of Physicians and Sur- 
geons in New York City, after which he served an 
internship as house physician and surgeon at the 
Rhode Island Hospital in Providence, and for several 
years practiced medicine in that city. Later he re- 
turned to his native town, where he had been en- 
gaged in the practice of his profession until a few 
weeks before his death. 

During the World War he gave his services to the 
government in the examination of volunteers and 
drafted men in Sullivan County, N. H. He made a 
specialty of tuberculosis and was a recognized author- 
ity in western New Hampshire on this disease. He 
had been a trustee of the Tuberculosis Sanitarium 
at Glencliff, N. H., since its foundation, and, for sev- 
eral years past, chairman of the board of trustees. 

He was a member of the Triton Club in Northern 
Quebec, where he spent several months every year 
shooting and fishing. He is survived by a widow, 
Marguerite Bailey Upham, and an adopted daughter, 
Patricia, also two brothers, J. Duncan Upham and 
George Baxter Upham, and a sister, Ruth Brewster 
Upham, all of Claremont, N. H. 
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NOTICE 


INFORMATION WANTED 


Ir the whereabouts of Dr. J. F. Krasnye for- 
merly of Keith’s Theatre Building, Lowell, and 
419 Boylston Street, Boston, is known, will the 
person in possession of said information please 
communicate with the Boston MenicaL AND 
SURGICAL JOURNAL. 


REPORTS AND NOTICES OF 
MEETINGS 


CENSORS’ MEETING 


Tue Censors of the Suffolk District Medicai 
Society will meet for the examination of candi. 
dates at the Medical Library, No. 8 The Fen. 
way, Thursday, November 4, 1926, at 4 o’clock. 

Candidates should make personal application 
to the Secretary, and present their medica] 
diploma at least one week before the examina- 
tion. 

ArtHur H. Crosstg, Secretary. 

520 Commonwealth Avenue, Boston. 


CENSORS MEETING 
THE NORFOLK DISTRICT MEDICAL SOCIETY 


THE Censors of the Norfolk District Medical 
Society will hold a meeting for the examination 
of candidates Thursday, November 4th, 1926, 
at 4 P. M., in the Roxbury Masonie Temple, 171 
Warren Street, Roxbury. 

Candidates should make application to the 
Secretary and present their diplomas or certi- 
fieates of graduation to him for inspection at 
least one week previous to the date of examina- 
tion. A fee of $8.00 is payable at the time of 
examination. 

FRANK S. CruicKSHANK, Secretary. 


THE SECOND ANNUAL MEETING OF 
THE TRUDEAU SOCIETY 


THE second annuai meeting of the Trudeau 
| Society will be held on November 11, 1926, at 
8.15 P. M., in John Ware Hall, The Medical 
Library, The Fenway, Boston, Mass. 

The address will be by Dr. Richard C. Cabot. 
his subject being ‘‘Tubereulosis, From the 
Standpoint of Clinie and Autopsy.’’ 

The business of the evening will be the re- 
ports, and election of officers and the election 
of candidates for membership. 

Georce Secretary-Treasurer. 


THE NORFOLK DISTRICT MEDICAL 
SOCIETY 


A straTep meeting of the Norfolk District 
Medical Society was held at the Walker-Gordon 
Laboratory Farm, Charles River Village, Need- 
ham, Mass., October 26. 

This meeting was made possible through the 
kindness of The Walker-Gordon Company that 
operates at Needham a strictly modern certified 
producing plant, with a complete laboratory on 
the farm. Guides were furnished to conduct 
the members about the plant and to demonstrate 
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+ them the methods of the seientifie control of 
-aw milk—eontrols which check the animal, the 
iaman handler and the final produet. The in- 
and meeting proved exceptionally in- 
‘> resting. 


PROGRAM 


1 Inspection. 

i P. M. Luneheon, followed by a short busi- 
meeting. Lantern-slide picture of the ac- 
ities of the Plant. 

We were fortunate in obtaining two 
prominent pediatricians to speak to us and 
were favored by their presentation of the follow- 
ing communications : 

Prematurity, William W. Howell, M.D. The 
Modern Aspects of Infant Feeding, Martin .J. 
English, M.D. 

Frank S. Crutcksuank, M.D., Secretary, 
23 Bay State Road. 


DORCHESTER MEDICAL SOCIETY 


Tre program of the regular meetings of the 
Dorchester Medieal Society for the season of 
1926-1927 to be held at the Municipal Building. 
Columbia Road, Dorchester, is as follows: 

The first meeting was held October 20, 1926. 
Dr. Edward N. Libby spoke on the ‘‘ Abdomen 
from Medieal Standpoint.’’ 

Subsequent meetings will be held: November 
17, 1926. Dr. William J. MaeDonald, ‘‘ Modern 
Methods of Treatment in Dermatology.’’  Il- 
lustrated with lantern slides. December 15, 
1926. Dr. Robert B. Greenough, talk on ‘‘Ma- 
lienaney.’’) Jannary 19, 1927. Dr. Edwin H. 
Plaee. ‘*Diseussion on Contagious Diseases.”’ 
‘Topies to be diseussed will he those by request 
! members, who will please send topies or ques- 
ions to the seeretary of the Dorchester Medical 
Society prior to the meeting, to be given to the 
speaker at this meeting.) February 16, 1927. 
v. Frank B. Granger, ‘‘Use and Abuse of 
Vhysio-therapvy. March 16, 1927. Dr. Daniel 
Jones, ‘Present Status of Peptie Uleer.’’ 
20. 1927. Annual meeting. Supper at 
nese Restaurant. Talk by Dr. Edward J. 
Denning on “Diseases Fonnd Among Chinese 
on—-+rrssion to the United States.’? Talk by 
‘utee Lane of Fast Boston. 

it is verv desirable that we have a large at- 
ndance at these meetings as a mark of eour- 

“vy and appreciation to these men who so gen- 

vusly respond to our requests to give these 
—<s. Please make a special effort to attend. 
‘ ch member is invited to bring a enest. All 
mbers of the profession are cordially invited. 
''| meetines start promptly at 8:30 p. m. 

“he telanhone number of the Municipal 

‘ldine is Dorchester 9615. 

Dr. B. Trroreer Guinn, President 
IIenry LL. Frynn, Secretary 


MASSACHUSETTS STATE NURSES’ 
ASSOCIATION, INC. 


Season 1926-1927 


Dr. Cuannina C. Stmmmons of Boston will 
address the members of Norfolk and Suffolk 
County Branches of the Association, October 
28th at 8 o’elock, at 636 Beacon Street. 

Subject: ‘‘The Control of Cancer and Cam- 
paign Inaugurated Under State Board of 
Health.’’ 

Business meeting after lecture. 

All nurses welcome. 

Mary Anice McManon, Secretary, 
Boston State Hospital, 
Boston 24, Mass. 


MIDDLESEX SOUTIL DISTRICT 
MEDICAL SOCIETY 


CENSORS MEETING 
Tne censors for the Middlesex South District 
Medical Society will meet at the Colonial Club, 
20 Quiney Street, Cambridge, for the purpose 
of examining applicants on Thursday, Novem- 
her 4, at 4 p. m. 
Sreermen M. Broopre, Secretary. 


AMERICAN ACADEMY OF 
PHYSIOTHERAPY 


Tne New England Section of the American 
Academy of Physiotherapy will hold a meeting 
on Friday, October 29, at 8:00 p. m., Boston 
Medieal Library, at which time papers will be 
viven by Dr. Joseph Riviére of Paris on Phys- 
iotherapy in Dermatology and Dr. William Sea- 
wan Bainbridge of New York City on Some 
Primary Factors in Disease. The diseussion 
will be opened by Dr. Byron Sprague Price of 
New York City. Members of the medieal pro- 
fession and their colleagues are invited to be 
present. 


MEETINGS OF ESSEX SOUTH DISTRICT 
MEDICAL SOCIETY FOR 1926 AND 1927 


Wednesday, November 3, 1926—Salem Hos- 
pital. Clinie, 5; supper, 7 P. M. Dr. Robert 
DeNormandie, ‘‘Toxaemis of Pregnaney.’’ 
Diseussion by Drs. Parkhurst of Beverly and 
Williams of Lynn. 10 minutes each. 

Thursday, November 4, 1926--Censors meet 
for the examination of candidates at the Salem, 
Hospital, 3.30 P. M. 

Wednesday, December 1, 1926—Beverly Hos- 
pital. Clinie, 5; supper 7 P. M. Dr. Jason 
Mixter, ‘Diagnosis and Treatment of Cerebral 
Lesions.’’ Diseussion by Drs. Randall and Me- 
Dermott of Salem. 10 minutes each. 

Wednesday, January 5. 1927-—Deer Cove 
Tnn. Swampscott. Dr. James S. Stone, ‘‘Differ- 
ential Diagnosis of Aeute Abdominal Condi- 
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Children.”’ Discussion by Drs () Keete 
of Lyin, Nichols of Danvers and Walter Phip 
ven of Salem. 5 minutes each 

Wednesday, February 2, 1927 Hawthorne 
Hotel, Salem. Dr. H. H. Clute of the Lahey 
(jinie, Differential Treatment 
of Thyroid Disease.”’ Discussion by Drs. John- 
son of Beverly and Kield of Salem. 10) 
cach. 

Wednesday, Marelh 2, 1927--Lynn Hospital. 
(‘linie., oO; supper 7 P.M. Dr. George MIinot, 
“Pornicious Anemia With Special Reference to 


Diaenosis and 


nines 


Liver Diet.”’ Diseussion by Drs. Sargent of 
Salem and Reynolds of Danvers. 10 minutes 
each. 

Wednesday. April 6, 1927--Danvers State 
Hospital. 5 P. Dr. Allen W. Rowe. 
Subject to be announeed, followed by dinner. 
Disenssion by Drs. Wood of Hathorne and 
Kline of Beverly. 10 minutes each. 

Thursday. May 5, 1927—Censors meet for 


examination of candidates at the Salem Hos- 
pital 3.30 

Wednesday. May 11, 1927—-Annual meeting. 
The Tavern, Gloucester. Speaker and subject 
to be announeed later. 


GREATER BOSTON MEDICAL SOCTETY 


Tur next meeting of the Greater Boston 
Medieal Society will be held on Nov. 2. 1926, at 
the Evans Memorial Auditorium. 

The program for the evening: Symposium or 
Tubereulosis. 

(1) ‘A Prevention of Tubereulosis by, Vae- 
eination.”’ (The Method of Prof. Calmette.) 
Boris M. Fried, M.D. 

(2) ‘*Artifieial Pneumothorax in the Treat- 
ment of Tubereulosis.’’ Moses J. Stone, M.D. 

(3) “*Heliotherapy in Non-Pulmonary Tuber- 
eulosis.”’ Arthur Thurman, M.D. 

(4) ‘*Gastro-Intestinal Aspects of Tuberen- 
losis.” Perey Bo Davidson, M.D 

WORCESTER NORTH DISTRICT 
MEDICAL SOCTETY 

Tne regular quarterly meeting was held at 
Burbank Hospital, Tuesday, October 26th, at 
4:30 P.M, 

The speaker was Edwin H. Place. M.D.. 
whose subject was ‘‘Reeent Developments in the 
Control and Treatment of Contagious Dis. 
CPANSCS,. 


W._ E. Curner, Pres. 


C. HW. Jenninas, See’y 


HARVARD MEDICAL SOCTETY 


The next meeting of the Harvard Medical 
Society will be held Tuesday, November 2, at 
=-15 P. M.. in Amphitheatre of Building C, at 

Ilarvard Medieal School. The speaker of 
evening will be Dr. Rudolph Matas of New 
Orleans, retiring president of the American 
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College of Surgeons. Lis subjeet will be: ‘Sur 
vical Treatment of Aneurysm.’’ Moving pic 
tures will used to illustrate throughout. 
Members of the medical profession, medical stu 
dents and nurses are cordially invited to attend 


JOINT MEETINGS OF THE SUFFOLK DISTRICT 


MEDICAL SOCIETY AND THE BOSTON MED! 
CAL LIBRARY 
Meetings of the Suffolk District Medical Society 


and the Boston Medical Library will be held at the 
joston Medical Library, 8 The Fenway, Boston. at 
8:15 o’elock, as follows: 

The first meeting was held October 27—‘The Fune- 
tions and Organization of the Boston Psychopathi: 
Hospital.” Dr. Charles Mactie Campbell, Director; 
“The Problems of Neurosyphilis as Dealt with at the 
Boston Psychopathic Hospital,” Dr. .Harry C. Solo- 
mon, Chief of the Department of Therapeutic Re- 
search: “The Out-Patient Department of the Boston 
Psychopathic Hospital and Its Relation to the Com- 
munity,” Dr. Marianna Taylor, Chief of the Out- 
atient Department: “Initial Phases and Somatic 
Symptoms of Mental Disorders,” Dr. Karl M. Bow- 
man, Chief Medical Officer. 

November 17, Surgical Section-—“‘The Relation of 
the Urologist to the General Practitioner,” Dr. Henry 
B. Bugbee, New York City. 

December 15, Medical Section —‘“Diagnosis and 
Treatment of Scarlet Fever and Certain Aspects of 
Other Contagious Diseases,” Dr. Edwin H. Place. 

January 26, General Meeting in association with 
the Boston Medical Library-——“Medical Work at the 
Metropolitan Life Insurance Company,” Dr. Augustus 
I. Knight, Medical Director, Metropolitan Life Insur- 
ance Company. 

February 23, Surgical Section 
logical Cases at the Peter Bent 
Dr. Harvey Cushing. 

March 30, Medical Section-—-Subject and speaker to 
be announced later. 

April 27. Annual Meeting. Election of Officers— 
“Medical Education in the Orient and Occident,” Dr. 
David L. Edsall, Dean, Harvard Medical School. 

The medical profession are cordially invited to at- 
tend all these meetings. 

P. M.D., President. 

Suffolk District Medical Society. 

Artuur H. Crosnir, M.D., Secretary. 

Suffolk District Medical Society. 

D. Smirn, M.D., Chairman, 

Medical Section, Suffolk District Medical Society. 

Ronert C. Cocurane, M.D., Chairman, 

Surgical Section, Suffolk District Medical Society. 

MaALcoLM Storer, M.D., 

Boston Medical Library. 


BOOK REVIEW 


Studies from the Rockefeller Institute for Medi- 
cal Research. Reprints. Vol. LVI. 1926. 


This volume is made up of forty-six reprints 
representing the recent contributions to medi- 
eal literature made by workers at the Institute 
or finaneed by its grants elsewhere. As usual. 
the articles are grouped under various heading: 
ranging from chemistry to animal pathology 
and deal with practically every brand of medi- 
cal science. The two articles most interesting 


“Clinic on Neuro- 
Brigham Hospital,” 


to clinicians are those of Rous. ‘‘The Biliary As- 
pects of Liver Disease’? and Swift. ‘*Rheumatice 
Fever.’’ 
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